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EDITORIAL 


LOCAL ANAESTHESIA 


The numerous drugs synthesized by chemists have 
included a large number of local anaesthetics. New 
names appear frequently, and a multiplicity of trade 
names helps to create confusion. The search for the 
ideal local anaesthetic goes on. A review of the subject 
has recently been published ' which is of value to those 
interested in these agents and their uses. 

Various theories have been put forward to explain 
the mode of action of local anaesthetics but until our 
knowledge of the transmission of impulses along peri- 
pheral nerves is properly understood the correct answer 
‘ must be delayed. There is evidence that local anaes- 
thetics somehow prevent the migration of ions neces- 
dary for the conduction of impulses. The conduction 
of an impulse along a nerve is associated with the 
entrance of sodium ions into the fibre and the migra- 
tion of potassium ions outwards. This movement of 
the ions occurs (in myelinated nerve) only at the nodes 
of Ranvier. Myelinated nerves are only excitable at the 
nodes, and local anaesthetics are apparently only 
effective at the nodes. In an earlier theory it was sug- 
gested that acetylcholine might be responsible for 
transmission of the nerve impulse. Local anaesthetics 
might then be regarded as acting like tubocurarine by 
competing for acetylcholine receptors in the nerve. 
It has however been shown that acetylcholine does not 
act on nerve fibres as it does at the end plates in muscle 
or*’at the synapses in ganglia. An alternative theory 
applying to acetylcholine is that local anaesthetics may 
compete for an enzyme concerned in a reaction in- 
volving phosphocreatine, adenylphosphate and the 
liberation of acetylcholine owing to their structural 
similarity to acetylcholine. 

The addition of hyaluronidase (spreading factor) to 
solutions of local anaesthetics hastens the onset of 
anaesthesia. This it does by liquefying the ‘ground 
substance’ hyaluronic acid in the interstitial tissue, so 
that with pressure applied to it there is rapid spread 


VAN DIE REDAKSIE 


PLAASLIKE VERDOWING 


Die talle middels wat deur chemici gesintetiseer is behels 
*n groot aantal plaaslike verdowingsmiddels. Nuwe name 
kom dikwels voor en die groot verskeidenheid handels- 
name help om verwarring te skep. Die soek na die 
volmaakte plaaslike verdowingsmiddel duur_ voort. 
*n Oorsig is onlangs oor hierdie onderwerp gepubliseer.' 
Dit sal vir diegene wat in hierdie middels en hul gebruik 
belangstel van waarde wees. 

Verskeie teorieé is aan die hand gegee om die werking 
van plaaslike verdowingsmiddels te verduidelik maar 
totdat ons oor genoegsame kennis i.v.m. die prikkel- 
geleiding langs die perifeersenuwees beskik, sal ons op 
*n juiste verduideliking moet wag. Daar is rede om aan 
te neem dat plaaslike verdowingsmiddels op een of ander 
manier ioonverhuising, wat vir prikkelgeleiding nood- 
saaklik is, teéhou. Die geleiding van ’n impuls langs ’n 
senuwee gaan gepaard met die bewegings van natrium- 
ione na die binnekant van die vesel en kalium-ione na die 
buitekant. Hierdie beweging van ione (in ’n senuwee met 
murgskedestof ) vind alleenlik by die Ranvierknope plaas. 
Senuwees met murgskedes is slegs by die knope prikkel- 
baar en plaaslike verdowingsmiddels is oénskynlik net 
by die knope effektief. °n Teorie wat vroeér ge-opper 
was is dat asetilcholien vir die geleiding van die senuwee- 
impuls verantwoordelik is. Dit kon toe beskou word 
dat plaaslike verdowingsmiddels soos tubokurarien ageer 
deur mee te ding vir die asetilcholien-ontvangers in die 
senuwee. Dit is egter nou bewys dat asetilcholien nie 
die uitwerking op die senuweevesels het nie wat dit wel by 
die endplate in die spiere en by die sinapses in die 
senuweeknope het. ‘n Ander teorie i.v.m. asetilcholien 
is dat plaaslike verdowingsmiddels vir 'n ensiem meeding 
wat aan ’n reaksie verbonde is waarin fosforcreatine, 
adenielfosfaat, en die vrystelling van asetilcholien 
betrokke is as gevolg van hul struktuurgelykvormigheid 
aan asetilcholien. 

Die byvoeging van hyaluronidase (verspreidingsfaktor) 
tot oplossings van plaaslike verdowingsmiddels bespoedig 
verdowing. Dit word gedoen deur die Ayaluronic acid 
in die steunweefsel vloeibaar te maak sodat wanneer druk 
daarop uitgeoefen word die ingespuite vloeistof vinnig 
versprei. Die wyer verspreiding van die vloeistof 
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of injected fluid. The wider spread of the solution 
facilitates its absorption so that the duration of local 
anaesthesia is reduced. Adrenaline added to the solu- 
tion will by its vasoconstrictor action prevent rapid 
absorption of the fluid and prolong the duration of 
anaesthesia. 

Attempts have been repeatedly made to produce 
long-acting local anaesthetic preparations. Oily solu- 
tions have not proved satisfactory. Recently a non- 
oily solution of local anaesthetics named ‘Efocaine’ 
was introduced, but one of its actions in producing 
analgesia appears to be the destruction of nerve fibres 
and not the blocking of conduction.” 

It should be emphasized that reactions to local 
anaesthetics are quite common, and although many are 
transient and not serious, dangerous reactions can 
occur, and usually unexpectedly. Errors of judgment 
may be the cause of toxic reactions, but abnormal 
susceptibility of the patient may on occasion be respon- 
sible for the untoward manifestations. The patient must 
be kept under careful observation for the early signs 
of reaction, which must be treated appropriately ac- 
cording to the predominant manifestation. Thus when 
there are signs of central nervous stimulation a short- 
acting barbiturate is carefully given, but should de- 
pression occur. the essential feature is to maintain 
adequate respiration and circulation. For central 
vasomotor depression the injection of a vasoconstrictor 
drug and the intravenous injection of fluids may become 
necessary, and in other cases of severe poisoning cardiac 
arrest and peripheral vascular collapse may call for 
urgent treatment. 


1. Geddes, I. C. (1954): 


Brit. J. Anaesth., 26, 208. 
2. Editorial (1954): 


J. Amer. Med. Assoc., 155, 281. 
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vergemaklik die absorbering daarvan sodat die duur van 
die plaaslike verdowing verkort word. Die toevoeging 
van bynierstof tot die oplossing sal deur sy vatvernouings- 
werking die snel opneming van die vioeistof verhinder 
en die duur van verdowing verleng. 

Pogings is herhaaldelik gemaak om middels te ver- 
vaardig wat plaaslike verdowing, wat lank duur, sal 
verseker. Olieagtige oplossings het nie bevredigend 
geblyk nie. *n Nie-olieagtige oplossing van verdowings- 
middels, ‘Efocaine’, is onlangs bemark maar dit kom voor 
asof dié middel se verdowingsuitwerking die senuwee- 
vesels vernietig instede van geleiding te versper.” 

Dit moet beklemtoon word dat reaksies tot plaaslike 
verdowingsmiddels taamlik algemeen is en hoewel 
dikwels van verbygaande aard en nie ernstig nie, kan 
gevaarlike reaksies voorkom, gewoonlik onverwags. 
Vergiftigingsreaksies kan aan onoordeelkundige optrede 
te wyte wees maar teenspoedige manifestasies kan 
somtyds aan die oorgevoeligheid van ’n pasiént toe- 
geskrywe word. Daar moet sorgvuldig op die pasiént 
gelet word vir vroeé tekens van reaksie sodat geskikte 
behandeling na gelang die oorheersende manifestasie 
toegepas kan word. Dus as daar tekens van stimulasie 
van die sentrale senuweestelsel voorkom word ’n barbitu- 
raat, met ‘n uitwerking van korte duur, sorgvuldig 
toegedien maar wanneer depressie voorkom is dit 
noodsaaklik om doeltreffende asemhaling en sirkulasie 
te handhaaf. Vir sentrale vasomotoriese depressie mag 
die inspuiting van ’n vatvernouingsmiddel en die binne- 
aarse inspuiting van vloeistowwe nodig wees en in ander 
gevalle van ernstige vergiftiging mag hart-stuiting en 
perifeer-bloedvatinstorting dringende behandeling vereis. 


1. Geddes, I. C. (1954): Brit. J. Anaesth., 26, 208. 
2. Editorial (1954): J. Amer. Med. Assoc., 155, 281. 


HYPOPOTASSAEMIA AND THE ECG 


Potassium deficiency is a common problem of modern 
practice and a knowledge of intracellular and extra- 
cellular potassium-content is frequently important. 
Two practical methods of measuring potassium in the 
body are in use: one is the estimation of the serum- 
potassium level with the flame photometer; the other is 
simply the recording of an electrocardiogram, which 
is the more readily available method. 

The ECG changes generally described as indicative of 
hypopotassaemia are low or inverted T waves, pro- 
longed QT intervals (at the expense of the T wave), 
ST depressions and the appearance of U waves seen in 
various combinations and best in the chest leads. It 
has not been clear, however, whether these changes are 
more closely related to serum-potassium levels or to 
tissue potassium, or to some ratio between them. 
It is known that disturbances in sodium and calcium 
metabolism may affect the ECG pattern of potassium 
deficiency, and generally speaking, the changes have 
been regarded as recording the sum of the environ- 
mental influences acting upon the heart-muscle cells. 
While acknowledged by many workers as qualitative 
rather than quantitative, these changes are often used 
in clinical practice as a guide during therapy.’ * 


Recently-published results of electrocardiographic 
studies and potassium and nitrogen balances in 11 
patients suffering or recovering from acute moderate 
potassium deficiency have shown no consistent corre- 
lation to exist between ECG-pattern and either the 
serum-potassium or the body-potassium store (as 
judged by the state of the potassium balance). Normal 
ECGs were found with low serum levels and abnormal 
ones with normal serum levels. No qualitative relation- 
ship could be found between the degree of hypokalaemia 
and the magnitude of the ECG change. Similarly, a 
normal ECG-pattern was obtained in certain cases with 
large depletions of body stores, and conversely markedly 
abnormal patterns were present with only slight decrease. 
Only half of the cases with potassium deficits showed 
any ECG change at all. 

Thus an overall cellular deficit of potassium is not 
predictably related to the ECG-pattern. Furthermore, 
a lag of one or more days in the ECG-response to acute 
depletion or retention of potassium has sometimes been 
observed irrespective of the behaviour of the serum 
level. It should be pointed out that a negative potas- 
sium balance does not necessarily reflect the state of 
the myocardial cell-potassium, and the ECG-picture 


J 
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may yet be a measure of this, though not an accurate 
index of the total body-potassium. 

From the work studied here? it seems that in acute 
potassium deficiency of moderate severity the ECG- 
pattern is not a reliable guide in diagnosis or therapy. 


In this era of the milliequivalent the importance of 
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a good history, an honest examination and a critical 
evaluation of all the features of the case still remain 
the foundations of the treatment. 


1. Nadler (1953): Amer. J. Med. Sci., 226, 88. 
2. Schwartz, et. al. (1954): Ibid., 16, 394. 


HIBERNATION IN ANAESTHESIA 


REVIEW OF 100 NON-EUROPEAN CASES 


H. B. Aronson, M.B., Cu.B. 
J. R. Durrrecp, M.B., B.Cuir., D.A. 
B. G. Francis, M.B., Cu.B. 
H. GInsBerG, M.B., B.Cu., D.A. 


Department of Anaesthetics, Baragwanath Hospital, and University of the Witwatersrand 


During the past 20 years the advances in anaesthesia 
have been so rapid and revolutionary that it has become 
difficult to assess the value of the new methods con- 
stantly being introduced. It is generally agreed that the 
greatest advances have been intravenous anaesthesia 
and the relaxant drugs. Many workers now consider 
that hypothermia and artificial hibernation may be of 
similar significance. 

Hypothermia lowers the basal metabolic rate, de- 
creasing the oxygen requirements of the tissues,’ * 
and depresses the somatic and autonomic nervous 
systems both centrally and peripherally. It is 
hoped to open up a new field of intra-cardiac surgery 
by this method, but up to the present the high incidence 
of spontaneous ventricular fibrillation * and pos- 
sible organic changes in the kidney, adrenal and liver 
at temperatures below 28° C!® have made the pro- 
cedure rather hazardous. 

Artificial hibernation, which has been defined by 
Huguenard ™ as ‘a controlled inhibition of the auto- 
nomic system, with lowered metabolism, muscular 
relaxation and twilight sleep’, has most of the ad- 
vantages of hypothermia without its serious dangers. 
The use of the phenothiazine derivatives in the produc- 
tion of this state was first introduced by Laborit and 
Huguenard,'* who used innumerable different combina- 
tions of drugs, which rendered their method somewhat 
cumbersome. The relatively simple modification of 
their technique used by Smith and Fairer !* has brought 
the method within the scope of the practising anaes- 
thetist, and in order to assess its value we have employed 
it in 100 cases at Baragwanath Hospital in conjunction 
with general or local anaesthesia. Our experience is 
recorded in this paper. 


TECHNIQUE 


Premedication consists of the subcutaneous injection 
of pethidine hydrochloride, 100 mg., and hyoscine 
hydrobromide, 0.43 mg. (gr. 1/150), 1 hour before the 
operation. Half an hour later, the patient is transferred 


to the operating theatre, with an intravenous drip in 
position. The pulse rate and blood pressure are noted 
and the hibernation is then commenced. We use a 
mixture (lytic cocktail) consisting of 50 mg. prome- 
thazine hydrochloride (Phenergan) 2 c.c., 50 mg. chlor- 
promazine hydrochloride (Largactil) 2 c.c. and 100 mg. 
pethidine hydrochloride, making a total volume of 
6 c.c. As a test dose 1-2 c.c. of this mixture is injected 
high up into the drip. Further amounts of 1-2 c.c. 
are given at 10-minute intervals until the patient is 
adequately hibernated. Our criteria for this state are: 
a drop in blood pressure of 20-25°,, a rise in pulse 
rate of about 40° and a marked degree of somnolence, 
though the patient should be rousable. 

Usually all the 3 criteria were observed; but the 
findings were by no means constant, for some patients 
showed no rise in pulse rate, others no drop in blood 
pressure and still others no somnolence. In these cases 
reliance must be placed on the remaining sign or signs. 

This may be followed by any method of anaesthesia, 
but our preference is for the following: sodium thio- 
pentone in small doses, averaging 0.1-0.2 g. followed 
by a relaxant and endotracheal intubation. Main- 
tenance of anaesthesia is by nitrous oxide and oxygen 
(5 : 2) with intermittent doses of relaxant and, where 
necessary, pethidine in small amounts. 

The above has been our practice in most cases, but 
in a certain number of badly shocked emergencies 
(12%) we have used chlorpromazine only, instead of 
the ‘cocktail’. Pethidine and promethazine were omitted 
in order to avoid excessive depression in a patient 
already ill. 

In 4 cases artificial hibernation was combined with 
local analgesia. This is too small a number to allow 
of any definite conclusions, but the impression gained 
was that the local analgesic action was enhanced. 

The following points have been found to be of prac- 
tical importance: 

1. Blood replacement must be as accurate as possible. 
Provided the blood pressure is maintained at a constant 
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Dura- Amount 
tion of of ‘Lytic’ 
Opera- Mixture 
tion used 
(hours) (c.c.) 


(and satisfactory) level by blood replacement there, 
seems to be no necessity for post-operative blood 
transfusion. This has led us to feel that in hibernated 
cases blood pressure might bear a parallel relationship 


Operation or Condition 


to blood volume. Investigation in this direction would 
seem desirable. 

2. It is preferable to inject the mixture into an 
intravenous drip, for undiluted chlorpromazine is 
irritant to the veins and, if injected directly, may cause 
thrombophlebitis. Alternatively, the mixture may be 
diluted 10 times. The dilution recommended by Baxter 
et al., i.e. 6 c.c. in 20 c.c., is apparently insufficient, 
for they report 2 cases of venous thrombosis in their 
series of 88 cases. 

3. The test dose is essential. Some cases in our 
series were completely hibernated after receiving as 
little as 2 c.c. of the mixture—so much so that a few of 
these were intubated without any pentothal or relaxant. 

4. As chlorpromazine and promethazine are long- 
acting drugs, it has been found not only unnecessary 
but undesirable to give further doses of these agents 
once the patient has been adequately hibernated. We 
feel that delayed recovery with hibernation anaesthesia 
is probably due to neglect of this principle. Since this 
rule has been adopted, almost all our patients have 
been rousable on the table immediately after the opera- 
tion. 

5. With this technique the amount of anaesthetic 
drugs used is greatly reduced. In 24°, of cases the 
patients were maintained on nitrous oxide and oxygen 
after induction, no further analgesic drugs being required. 

6. Contrary to reports by other workers,’ our 
patients required relatively larger doses of relaxants. 
This applied even to the early cases, which we tended 
to over-hibernate. Any relaxant can be successfully 
used, and it is of interest that in our experience (con- 
trary to that of Baxter er a/.") gallamine triethiodide 
does not tend further to increase the pulse rate. 

7. Whilst in the majority of cases the pulse rate 
rises initially, there is usually a return to a rate just 
above the pre-operative level within the first 20 minutes. 

8. Where time permits, it is advisable to give a trial 
dose of | c.c. by deep intramuscular injection on the 
day before the operation. 

9. Although this technique can be used for any 
surgical procedure, we feel its real value lies in major 
and protracted surgery. 

10. It should be borne in mind that, with hibernation 
as with any unconscious state, it is necessary to guard 
against the possibility of regurgitation of stomach 
contents. 

11. During hibernation anaesthesia there is inter- 
ference with the heat-regulating centre, as a result of 
which the patient is liable to hyperpyrexia if given too 
many blankets and hot-water bottles immediately after 
the operation. The patient should be warmed gradually 
over a matter of hours. 


CASE ANALYSIS 


One hundred major operations were performed under 
hibernation anaesthesia as follows: 


www 


_ 


Sarcoma of buttock. 

Costo-transversectomy. 

Carcinoma of oesophagus. Thor- 
acotomy. 

Ureteric transplant and ileostomy. 

Ocesophagectomy. 

For jaw operation. 

Excision of hip. 

Myomectomy. 

Smith-Petersen pin. 

Mowlem’s operation. 

Thoraco-abdominal for disem- 
bowelment. 

Spinal fusion. 

Partial gastrectomy. 

Pericardiectomy. 

Resection of rectum. 

Partial gastrectomy. 

Spinal fusion. 

Intestinal obstruction. 

Laminectomy. 

Cerebral lobectomy. 

Resection and bone graft, jaw. 

Resection of mandible. 

Pericardiectomy. 

Lobectomy. 

McMurray osteotomy. 

Hysterectomy. 

Spinal fusion. 

Subdural haematoma and rup- 
tured bladder. 

Cholecystectomy. 

Ruptured viscus. 

Prostatectomy. 

Myomectomy. 

Myomectomy. 

Ovariectomy. 

Lobectomy. 

Subtotal thyroidectomy. 

Subtota! thyroidectomy. 

Stab into liver. 

Laparotomy. 

Lobectomy. 

Removal of spinous processes and 
facets. 

Myomectomy. 

Lobectomy. 

Hysterectomy. 

Lobectomy. 

Carcinoma of stomach. 

Subtotal thyroidectomy. 

Pneumonectomy. 

Amputation of leg. 

Cataract extraction. 

Wedge resection of ovaries. 

Spinal fusion. 

Hysterectomy. 

Strangulated hernia. 

Depressed fracture of skull. 

Costo-transversectomy. 

Costo-transversectomy. 

Brittain’s arthrodesis. 

Costo-transversectomy. 

Cholecystectomy, C.B.D. explora- 
tion. 

Myomectomy. 

Spinal fusion. 

Costo-transversectomy. 

Hysterectomy. 

Myomectomy. 

Dislocated shoulder, open reduc- 


tion. 
Strangulated hernia. 


49 
32 
| 52 
26 
52 | 
67 ‘5 
28 
29 
66 
| 67 
1 20 
12 25 
13 44 
1458 
41 
J 16 67 
17 36 
18 34 
19 33 
20 «22 
21 6S 
2 «34 
23 8626 
24 86418 
25 12 
26 «(54 
28 437 
2 40 
3 
32 24 
; 34 
2* 
36038 5 
37 2* 
39 2° 
40 27 4 
41 9} 24 
42 2 
43 «45 
44 «46 
45 25 
46° 50 
47 
48 26 
49 21 
50 649 
5138 
53073 
54 25 
55 28 
56 3 
57 45 
58 
59 25 
60 32 
61 20 
62 13 
63 6 by 
64 «46 
65 30 
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Announcement 


The makers of Ashton & Parsons Infants’ 
Powders wish to draw the attention of the Medical 
Profession to the fact that these powders 


Do not and never have 
contained Calomel, Mercury 
Compounds, Phenobarbitone 

or Aspirin 


The complete safety and efficacy 

of Ashton & Parsons Infants’ 

Powders have been proved over a 

long period of usage by millions 

of mothers in every part of the 
world. 


Ashton & Parsons 


WORLD FAMOUS 


Infants’ Powders 
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BAILLIERE MEDICAL BOOKS 


BAILEY'S Textbook of Histology LEDLIE & HARMER: A Handbook of Surgery 

13th Edn. Postage Is. 8d. 68s. 6d. Postage Is. 
BEST & TAYLOR: The Physiological Basis of Medical Practice MACKENNA'S Diseases of the Skin 

5th Edn. Postage 2s. 6d. 84s. 5th Edn. Postage 2s. 
BUCHANAN’'S Manval of Anatomy MAY & WORTH'S Manual of Diseases of the Eye 

8th Edn. Postage 2s. 45s. 11th Edn. Postage Is. 8d. 
DAWBER & HAWES: Diseases of the Chest ROSE & CARLESS’S Manual of Surgery 

Postage Is. 6d. 18th Edn. 2 Vols. Postage 2s. 4d. 63s. 

FRAZER'S Manual of Embryology STERN & BURNETT: A Modern Practice of Obstetrics 

3rd Edn. Postage Is. 6d. 42s. Postage Is. 6d. 35s. 
GREEN'S Manual of Pathology TREDGOLD: Manual of Psychological Medicine 

17th Edn. Postage 2s. 4d. 42s. 3rd Edn. Postage Is. 25s. 
LAKE: The Foot TREDGOLD: Textbook of Mental Deficiency 

4th Edn. Postage Is. 25s. 8th Edn. Postage Is. 6d. 37s. 6d. 


THE STUDENTS’ AIDS SERIES 


is the most complete set of small textbooks published in any country. There are forty-seven titles in the series, which covers 
every aspect of medicine and pharmacy. Each volume is a concise guide to its subject and is kept up to date by new editions. The 
series includes volumes on Dermatology (8s. 6d.}, Diseases of Children (8s. 6d.), Gynaecology (8s. 6d.), Medical Diagnosis (8s. 6d.), 
Medical Treatment (12s. 6d.), Surgery (10s. 6d.) and many others: write for a complete list. 

The prices quoted obove are the published prices in the United Kingdom 


BAILLIERE, TINDALL AND COX 


7-8, Henrietta Street, London, W.C.2. 


The problem was 
to provide neutral, soluble aspirin in stable tablet form 


The therapeutic advantages of the calcium salt of properties of aspirin — analgesic, antipyretic and anti- 
aspirin over aspirin itself have been repeactediy stressed rheumatic and, being soluble, it is more rapidly absorbed 
in medical literature. Being an acid substance of low and consequently more speedy in its therapeutic effect. 
solubility, aspirin may act as a gastric irritant. By Thus Dispirin embodies the virtues both of aspirin and 
contrast, calcium aspirin is neutral and highly soluble. of calcium aspirin without certain 
Calcium aspirin, however, has its own defects. It is an defects which hitherto have re- 

table d, and its presentation in stable and stricted the usefulness of these two 


palatable form has challenged research workers for preparations. Disprin _ rapidly 
many yeors. The difficult problem of the preparation dissolves in water to yield a 
of calcium aspirin in stable and palatable form has at solution of calcium aspirin, 
lost been solved in Disprin. Disprin has all the valuable neutral, stable and polotable. 


Stable and palatable calcium aspirin 
Soluble and substantially neutral 


Clinical samples and literature supplied on application. 
Specicol hospital pock — prices on application. Made by the manufacturers of “Dettol’’ 


RECKITT AND COLMAN (AFRICA) LTo., P.o. BOX 1097, CAPE TOWN 
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Dura- Amount 
tion of of ‘Lytic’ 
Opera- Mixture 
tion used 
(hours) (c.c.) 


1? 


Operation or Condition 


Mastoidectomy. 

Reconstruction of larynx. 

Spinal fusion. 

Thoraco-abdominal 
tomy. 

Entero-anastamosis and closure of 
faecal fistula. 

Pneumonectomy. 

Costo-transversectomy. 

Thyroidectomy. 

Decortication of lung. 

Lobectomy. 

Excision of hip. 

Excision of lunate. 

Excision of neck of femur. 

Spinal fusion. 

Excision of sarcoma of back. 

Hysterectomy. 

Lobectomy. 

Cholecystectomy, C.B.D. explora- 
tion. 

Fractured femur (compound). 

Bone graft to tibia. 

Spinal fusion. 

Hysterectomy (total). 

Epigastric hernia. 

Appendix abscess. 

Decortication of lung. 

Partial cystectomy. 

Appendix abscess. 

Excision parotid tumour. 

Thyroidectomy. 

Spinal fusion. 

Hysterectomy. 

Ileostomy and ureteric transplant. 

Brittains arthrodesis. 


sympathec- 


te we 
NR YU 


BELESESS 


NN 


* Chlorpromazine only. ; 
+ Chlorpromazine and promethazine only. 


Of the cases listed in the table, 10 were emergencies. 
There were equal numbers of male and female patients. 
The ages ranged from 3 to 73 (average age 33.7 years) 
and the duration of the operations performed was 
from | to 7 hours, with an average of 2} hours. The 
average dose of ‘cocktail’ was 3} c.c., with a minimum 
of 1 c.c. and a maximum of 9 c.c. Temperatures were 
not taken in all cases, but in those measured the average 
drop in rectal temperatures was 3° F. 

Cases 15, 20, 23 and 26 are examples in which we 
felt hibernation was of particular value and are therefore 
quoted in detail. 


Case 15: Bantu female, aged 41, extremely emaciated, weighing 
75 lb., with a blood pressure of 105/60 mm. Hg, was suffering 
from advanced carcinoma of the rectum. After premedication 
with pethidine hydrochloride, 50 mg., and hyoscine hydrobromide, 
0-215 mg. (1/300 gr.), the patient arrived in the theatre with a 
blood pressure of 75/55 and a pulse-rate of 140 per minute. After 
hibernation with 2 c.c. of the ‘lytic’ mixture the blood pressure 
fell to 60 systolic whilst the pulse rate remained at 140. Anaes- 
thesia was induced with 0-025 g. of sodium thiopentone followed 
by 50 mg. of succinylcholine chloride, and intubation was performed. 
The operation of combined synchronous abdomino-perineal 
resection of the rectum was then commenced. Anaesthesia was main- 
tained with intermittent d-tubocurarine chloride, pethidine hydro- 
chloride, and N,O and O,. Despite adequate blood-replacement, 
the systolic blood pressure during the first hour fell to 40. At 
this stage the intravenous drip, which had been troublesome 
throughout the operation, stopped altogether. This coincided 
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with a sudden uncontrollable haemorrhage at the site of the 
operation, as a result of which the blood pressure became un- 
recordable. Despite the usual attempts at resuscitation, which 
included an intra-aortic transfusion of 500 c.c. of blood, this 
state persisted for about an hour. After further blood transfusions 
and a noradrenaline drip the systolic blood pressure rose gradu- 
ally to 60. The operation, which took 4 hours, was then resumed, 
a total of 3,000 c.c. of blood having been administered. The 
systolic blood pressure was then 90 mm. Throughout this severe 
ordeal the pulse remained steady at 140, even during the period 
when the blood pressure was unrecordable, and the patient was 
dry and warm to touch. As the anaesthetic was discontinued, 
she woke up on the table and talked rationally. The post-operative 
course was remarkably smooth and the patient required no anal- 
gesic drugs for the first 36 hours. 


Case 20: Bantu male, aged 22. The pre-operative condition 
was good, with a blood pressure of 140/50 and a pulse rate of 
100. The operation performed was an osteoplastic flap and frontal 
lobectomy for psammoma of the brain. After premedication 
with pethidine hydrochloride, 100 mg., and hyoscine hydro- 
bromide, 0 -45 mg. (1/150 gr.) the patient was hibernated with 6 c.c. 
of the ‘lytic’ mixture and anaesthesia was then induced with 
0-1 g. of sodium thiopentone and 50 mg. of succinylcholine 
chloride. The patient was intubated orally and Ayre’s T-piece 
technique was used for maintenance of anaesthesia, with nitrous 
oxide and oxygen plus d-tubocurarine chloride and pethi- 
dine hydrochloride. The operation lasted 7 hours and the only 
analgesic used after induction was 40 mg. of pethidine. The 
blood pressure remained steady at 105 systolic and the pulse 
rate at 90. During this entire period the patient was warm and 
dry. Immediately after extubation he was fully round and talking 
The post-operative course was uneventful except for a few bouts 
of vomiting, the first of which occurred within 15 minutes of the 
end of the operation. 


Case 23: Bantu male, aged 26, suffering from constrictive 
pericarditis with ascites and bilateral pleural effusion. The patient 
was given a total of 4 c.c. of the ‘lytic’ mixture, after which the 
blood pressure fell from 120 systolic to 90 and the pulse rate 
rose from 125 to 140. Induction was with nitrous oxide, oxygen 
and divinyl ether, followed by 12 mg. of d-tubocurarine 
chloride and oral intubation. The duration of anaesthesia was 
14 hours, during which time the patient received 30 mg. of 
d-tubocurarine chloride and 20 mg. of pethidine hydro- 
chloride. Maintenance of anaesthesia was singularly free from 
cardiac irregularities and the surgeon remarked on the decreased 
irritability of the heart when handled. Post-operatively the patient 
was given atropine and prostigmine, and recovered consciousness 
almost at once. He made an uneventful and rapid recovery. 


Case 28: Bantu male, aged 37, suffering from a head injury, 
with fixed dilated pupil on the right, and stuporose. He also had a 
ruptured bladder, with a large amount of blood in the urine. 
His systolic blood pressure was 90 and the pulse rate 120; and he 
was pale and cold. He was given 2 c.c. of chlorpromazine intra- 
venously in divided doses, and his systolic blood pressure dropped 
to 50 m.m., the pulse rate rising to 180. After adequate blood 
replacement, the systolic blood pressure rose to 100 and the 
pulse rate dropped to 120 and remained at about this level through- 
out the operation. Burr holes were made and a subdural haema- 
toma evacuated. Following this a laparotomy was performed, 
the bladder repaired and a suprapubic cystotomy done. The 
operation lasted 3 hours and the anaesthetic was nitrous oxide 
oxygen and ether, with d-tubocurarine chloride for relaxa- 
tion. The patient remained warm and dry throughout and re- 
gained his pre-operative level of consciousness in the theatre. 
He had no post-operative complications and recovered completely. 


RESULTS 


From the outset we found this technique simple and 
free from the difficulties that one usually encounters 
when attempting a new method of anaesthesia. In the 
great majority of cases the patient felt warm and dry 
and the pulse and blood pressure remained unchanged 


No. 
68 22 
69 10 
70 22 
43 
72 31 
73 
74 
75 
36 
77 
78 
79 
80 
81 a 
82 
83 
&4 
85 
86 
87 
88 
89 
90 
91 
92 
93 4 
94 
95 45 
9% 22 
7 23 
9% 30 
99 19 34 
100 
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after the first 30 minutes, provided there was adequate 
blood-replacement. 

The course of the anaesthesia was almost invariably 
far smoother than one would have anticipated with 
ordinary anaesthetic techniques. 

A marked fall in blood pressure occurred in 25°, of 
cases after the induction of hibernation. This fall was 
not necessarily related to the initial blood pressure. 
In a few cases of marked hypertension the fall was 
minimal, e.g. from 240 to 210 systolic (case 71). Al- 
though, like Baxter et a/."*, we have noted no untoward 
effect attributable to these severe falls in blood pressure, 
it is possible that this may ultimately prove one of the 
disadvantages of the method. In those cases where it 
was found necessary to raise the blood pressure nor- 
adrenaline was used. Methedrine, ephedrine and other 
related compounds, even in large doses, were ineffective. 

After the operation 95 out of the 100 cases had their 
reflexes back on the table and there were no cases of 
prolonged hypotension. In this respect our results 
differ from those of Baxter ef al."*. 

Vomiting occurred in 5°, of cases and nausea without 
vomiting in one case. This incidence, while low as 
compared with ordinary techniques, is higher than that 
quoted by Angus Smith and Fairer and may be due 
to our differing from them in having omitted avomine 
from the premedication. 

The period of amnesia was difficult to assess but it 
appeared to last 6-10 hours. 

Like other workers '*. '* we found that only minimal 
quantities of analgesic drugs were needed in the im- 
mediate post-operative period and usually not for some 
6-8 hours. This was found to be of particular value in 
thoracic cases, where it was possible for patients to 
commence deep-breathing exercises soon after awaken- 
ing. The very cheerful relaxed attitude of most patients, 
even after severe operations, was noteworthy. 

Thrombophlebitis occurred in one case where the 
injection was inadvertently given intravenously without 
prior dilution. 

Two patients complained of headaches after operation 
and 8 developed chest complications, none of which 
were serious. 

No patients died during the operation, but 6 died 
in the post-operative period. This may appear a high 
mortality rate but it must be remembered that most 
of the patients on whom we used the hibernation tech- 
nique were seriously ill and required major surgery. 
None of the deaths were directly attributable to the 
anaesthetic procedure. One case (No. 5) died 11 days 
after the operation from a mediastinitis following 
breakdown of the anastamosis after oesophagectomy. 
Case 3 died from an unrelieved intestinal obstruction 
4 days after operation, and case 4 of hepato-renal 
failure 10 days after transplantation of ureters. Two 
patients died within 24 hours of operation and these 
are described more fully below. One (case 73) died 
without recovering Consciousness. 


Case 73: Bantu male, aged 26, was brought to theatre for 
pneumonectomy. He had a tension cavity excavating the entire 
left lung, with mediastinal displacement to the right and 2 tuber- 
culous cavities in the right lung. The left pulmonary artery was 
much bigger than the aortic arch. 
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He was given 2 c.c. ‘lytic’ mixture and intubated with a Carlens 
tube under sodium thiopentone, 0-2 g., and succinylcholine, 
50 mg. Nitrous oxide and oxygen were given via the right channel. 
Lumps of caseous material immediately escaped from the left 
channel of the Carlens tube and 10 minutes later increasing cyanosis 
developed in spite of ventilation with 100% oxygen. The right 
lung could only be inflated with difficulty and the pulse became 
feeble and stopped. Cardiac massage, which was difficult owing 
to total pleural obliteration, was begun about 54 minutes later, 
and simultaneously the Carlens tube was replaced by a cuffed 
Magill tube, through which inflation with pure oxygen was carried 
out. It was found that the Carlens tube was blocked with caseous 
material. After about 45 seconds of cardiac massage the heart 
slowly resumed and the colour immediately improved. 

A left pneumonectomy (a difficult one) was then completed 
without further incident. On the following day the patient re- 
sponded to infra-orbital pressure but was comatose. His colour 
was pink, pulse 124 and blood pressure 112. Two days later the 
response to stimuli had slightly improved. Five days after the 
operation the colour and pulse were good, with normal breath- 
sounds over the right chest. However, he never became fully 
conscious and 17 days after operation he died. No post mortem 
could be obtained. 

This is the only case which did not recover full consciousness 
after hibernation. Taking into account the history of the case, 
it is reasonable to assume that he would have died no matter what 
anaesthetic had been used. 


Case 16: Bantu male, aged 67, suffered from arterio-sclerosis 
with a blood pressure of 168 /92, marked oedema of the ankles 
and a very productive cough. It was proposed to do a gastrectomy 
for carcinoma of the stomach. After 24 hours the operation was 
abandoned as the carcinoma was found to be inoperable. Through- 
out the procedure the patient’s condition was satisfactory, the 
pulse rate and blood pressure remaining steady. The patient 
recovered consciousness on the table but died 24 hours after the 
operation. In view of the large amount of trauma to which this 
very ‘poor-risk’ patient was subjected, we do not feel that the 
anaesthetic could be incriminated. 


Case 71: Bantu male, aged 43, suffered from malignant hyper- 
tension with ascites and pleural effusion. Thoraco-lumbar sym- 
pathectomy was performed. Blood pressure and pulse rate re- 
mained stable until, with severe and continued haemorrhage, the 
blood replacement lagged behind the blood loss. At this stage 
the patient began sweating and the systolic blood pressure fell 
rapidly from 210 to 110, at which level it remained for the rest 
of the operation. The patient continued to bleed severely after 
the operation and died 22 hours later from haemorrhage. In 
our opinion this patient was not fully hibernated; he was the 
only one who sweated during the operation. 


CONCLUSIONS 


Although most of the above operations could probably 
have been performed under ordinary anaesthesia, the 
course of the anaesthesia was very much smoother and 
the patient’s condition much better than one would 


have anticipated normally. This applied particularly 
to the ‘bad risk’ cases on whom extensive procedures 
were performed. This impression was confirmed by 
both surgeons and nursing staff, and the former now 
frequently request hibernation anaesthesia. 

The simplicity of the method and the fact that it 
does not entail much extra expenditure of time on the 
part of the anaesthetist make it of value at an institu- 
tion like the Baragwanath non-European Hospital, 
where a large proportion of operations are emergencies, 
most of which are performed at night. 

In our opinion, the great advantage of hibernation 
anaesthesia is the protection from shock it affords. 
Our experience has supported the concept of Dobkin, 
Gilbert and Lamoureux,'® who regard chlorpromazine 
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as suppressing the release of the three great mediators 
of alarm reactions—adrenalin or noradrenalin, acetyl- 
choline and histamine. Also of value are the reduction 
in the amounts of anaesthetic drug required, the easy 
controllability of the anaesthesia, the low incidence of 
nausea and vomiting, and the prolonged post-operative 
analgesia and trouble-free convalescence. 

In addition to ‘bad risk’ cases and major shock- 
producing procedures, hibernation appears to be indi- 
cated in toxic thyroids, where the lowering of basal 
metabolic rate is important, and in neuro-surgery, 
where ether, because of its safety over long periods, 
has long held sway in spite of its explosive risks. Possible 
disadvantages of the technique are the blood-pressure 
fall which has been mentioned above, and the marked 
tachycardia which sometimes occurs. 


SUMMARY 


1. One hundred cases have been operated on at 
Baragwanath non-European Hospital under hiberna- 
tion anaesthesia. 

2. The method used is described in detail and case- 
histories are quoted. 

3. Hibernation (a) lessens the amount of anaesthetic 
drug required ; (6) lowers the incidence of post-operative 
nausea and vomiting; and (c) reduces the amount of 
analgesic drugs used post-operatively. 
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4. It is our clinical impression that hibernation 
affords protection against shock. 


Our thanks are due to Drs. H. Beinart, J. Gottlich, M. H. 
Berk, H. Frank and M. Abrams of our department for their help 
with these cases; Dr. J. D. Allen, Medical Superintendent of 
Baragwanath Hospital, for permission to publish; Mr. S. Gordon, 
Dispenser; Mr. Clements of May and Baker, Ltd., for supplies 
of Largactil; and to our surgical colleagues whose interest and 
co-operation made this investigation possible. 
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THE USE OF ARFONAD IN THE PRODUCTION OF CONTROLLED 
HY POTENSION* 


H. BenteL M.B., B.Ch. AND H. GINsBERG M.B., B.Ch., D.A. 


Johannesburg 


One of us (H.B.) has been using hypotensive anaesthesia 
for maxillofacial, plastic and fenestration operations since 
June 1951. In all cases hexamethonium bromide assisted, 
where necessary, by procaine amide (pronestyl or pro- 
cardyl) was given to produce the hypotension. During 
this period he completed a series of 645 cases success- 
fully, the ages varying between 14 and 86. The only 
complication in this series was a deep-vein thrombosis 
in the left calf of a very obese female undergoing a 
corrective rhinoplasty. However, in quite a few cases, 
especially in those in the younger age-group in which 
a large initial dose of hexamethonium was used, it 
was impossible to control the hypotension adequately, 
the pressure falling rapidly till often the patient was 
pulseless. We must, however, stress here that, though 
this was alarming to the anaesthetist, in nearly all 
these cases the general condition of the patient was 
good, with normal respiration, good colour, peripheral 
vaso-dilation and adequate capillary emptying and 
filling on pressure. 

However, this induced hypotension was not con- 
trolled hypotension, and in view of the alarming criti- 


* A paper presented at the South African Medical Congress, 
Port Elizabeth, June 1954. 


cisms of the method which appeared in numerous 
journals, and perhaps having had more than our share 
of good fortune, we were relieved when Arfonad made 
its appearance.” 

This then is a report on our experiences in 125 cases* 
of the use of Arfonad to produce controlled hypo- 
tension. The cases comprised the following: plastic 
surgery of head and neck 103 cases, maxillo facial 17 
cases, and fenestrations 5 cases. The youngest patient 
was 10 years old, the oldest 74, the largest percentage 
being in the age-group 20-30. 

Our standards of contra-indication remained virtu- 
ally the same as previously, that is to say any fairly 
good operative risk is regarded as a suitable case for 
hypotension; coronary disease and nephritis are ab- 
solute contra-indications; hypertensives with a persistent 
diastolic pressure of over 110 mm. Hg require more 
care than usual. 


* Since this paper was written, we have completed an additional 
75 cases successfully. However, in 1 of these cases we used methe- 
drine at the conclusion of the operation because the blood pres- 
sure failed to return to a satisfactory level within the usual 10 
minutes. In another case there was persistent oozing at the opera- 
tion site, in spite of adequate hypotension, and blood replacement 
was necessary. 
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We shall not go into the advantages of hypotensive 
anaesthesia at length. Suffice it to say that when we 
almost abandoned the method, owing to the criticism, 
there was gloom among the surgeons and nursing staff. 


PHARMACOLOGY 


Arfonad is the trade name for d-3, 4- (1’, 3’-dibenzyl- 
2'-Ketoimidazolido)-1,2-trimethylene thiophanium d- 
camphor sulphonate. 

The experimental pharmacology has been described 
by Randall et al/.*. L. C. Sarnoff et a/.® first used the 
drug for the graded reduction of arterial pressure in 
the treatment of acute pulmonary oedema. A single 
intravenous injection of 0-1-0-2 mg./kg. body-weight 
produced a prompt and brief depressor response lasting 
about 3 minutes. Tachyphylaxis did not develop when 
repeated doses were given. Hypotension is mainly 
due to ganglionic blockade, but there is some evidence 
in animals of an additional direct dilator effect on the 
blood vessels. 

Although the release of histamine has been demon- 
strated in dogs, beyond a histamine type of response 
sometimes seen locally round ithe site of injection 
(similar to the type of reaction seen when pethidine 
is given intravenously), which disappears rapidly when 
the drip is stopped, there are no other signs of hista- 
minaemia in man, the patient at all times, being warm, 
pink and dry, with adequate respiration and peripheral 
vasodilation. 

As with methonium compounds, the blood pressure 
under the influence of Arfonad is profoundly influenced 
by changes in posture. Vasopressors, such as neo- 
synephrine, methedrine and noradrenaline rapidly 
abolish the hypotension due to Arfonad. Wide dilation 
of the pupils is usually evident in patients under the 
influence of arfonad. The fate of arfonad in the body 
is not yet known, but the evanescent nature of its 
effects suggests that it must be rapidly broken down. 

TECHNIQUE 

Arfonad is supplied in 5 c.c. ampoules (250 mg.). 
We add the contents of 2 ampoules, i.e. 10 c.c. to a 
500 c.c. vacolitre of 5°, dextrose in water, making a 
solution of Arfonad | mg. /c.c. This, incidentally, is a 
stable solution which can be used for a number of cases, 
it only being necessary to change the intravenous set 
after each case. Premedication is not varied from the 
normal, our usual for adults being omnopon gr. | /6 
with atropine gr. 1/75 one hour before surgery. 

Intraval 0-5 gm. and flaxedil 60-80 mg. are used for 
induction and the patient is intubated and allowed to 
settle with gas, oxygen and a small amount of ether. 
The throat is packed off. The administration of Arfonad 
is then begun by intravenous drip, with the patient 
horizontal, the initial rate being 60-80 drops /min. 
(4-5 c.c.) in young healthy adults and 30-45 drops / min. 
(2-3 c.c.) in hypertensives and elderly patients. This 
rate is maintained with the patient horizontal for 3-4 
minutes to produce autonomic paralysis. By this time 
the blood pressure has fallen to the region of 70-80 
mm. Hg, and in some cases even lower, and by adjusting 
the tilt of the table at this stage the blood pressure can 
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be adequately controlled. Thereafter the rate is regu- 
lated so as to maintain the desired optimum level of blood 
pressure, which we find to be about 60 mm. Hg in 
hypertensives and older patients and 50 mm. Hg in 
young healthy adults. (This modification of giving 
the Arfonad with the patient horizontal, then waiting 
for 3-4 minutes, then tilting, has been adapted from 
Enderby,* with excellent results.) Once hypotension 
has been produced, we maintain anaesthesia wherever 
possible with 100°, oxygen and ether. Provided perfect 
oxygenation is maintained, and we insist on this in all 
cases, there is no objection to maintenance with gas 
and oxygen plus small doses of pethidine or intraval, 
or gas oxygen and trilene. These alternatives are used 
when the patient seems to resent ether or when the 
surgeon wishes to use diathermy. However, we feel 
that the supply of 100°, oxygen and the smooth and 
sufficient anaesthesia afforded by ether are additional 
safety factors in the successful production of hypo- 
tension. 

Frequent estimation of the arterial pressure is es- 
sential to determine the required rate of administration. 
There is considerable individual variation, some healthy 
young adults requiring as little as 6 drops/min. to 
maintain the hypotension, while others required over 
100 drop/min. There is also variation in the same 
patient at different stages of the operation, especially 
in resistant healthy young adults. The blood pressure 
in these cases shows a tendency to rise after a varying 
interval, and at this stage the drip has to be speeded 
up, the tilt adjusted to a steeper reverse Trendelenberg 
position and procaine-amide in doses of 2 c.c. added 
to the drip near the needle. By this technique we were 
able to control the blood pressure in all cases, though 
occasionally we have had to use a steep reverse Trendelen- 
berg position and up to 8 c.c. of procaine-amide. 

As with hexamethonium, we try to restrict our oper- 
ating time to 14 hours at the optimum lowest pressure. 
We have, however, exceeded this time in quite a few 
operations, the longest being 3} hours in a man aged 74, 
and we think safety can be achieved in these cases by 
allowing the pressure to rise after the initial 14 hours 
to the region of 70-80 mm. Hg. The essential stage of 
the operation has by this time been completed and 
optimum operating conditions are still maintained. 
This is easily accomplished with arfonad by slowing 
the drip and, where necessary, tilting the patient to a 
more horizontal position. 

In all hypotensive cases great reliance is placed on 
the following signs during anaesthesia: 

(1) Breathing. If the breathing is regular, with no 
tracheal tug, all is well as a rule. If the breathing is 
irregular or a tracheal tug is present, cerebral anoxia 
may be responsible and the pressure should be raised. 

(2) The Skin. The skin should be pink and warm. 
If mottled and cold, the pressure should be raised. 

(3) Operation Site. With adequate hypotension, 
anaesthesia and oxygenation, the operative field should 
be comparatively dry with little capillary bleeding and 
the colour of the blood should be pink. Cyanosis is an 
indication to reverse the hypotension. 

(4) Peripheral Circulation. The lobes of the ears, 
the finger nails and the toe nails should be pink and 
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warm at all times, with normal filling of the capillaries 
on pressure. 

Anaesthesia is concluded approximately 15 minutes 
before the end of the operation, the patient being 
maintained on 100% oxygen, and the drip is stopped 
approximately 10 minutes before surgical closure. On 
conclusion of the operation the patient is tilted back 
to the horizontal position and a rise of blood pressure 
approaching the normal is present in nearly every case. 
Only occasionally, after this 10-minute interval, has 
there been a delayed rise, and in all cases posture has 
restored an adequate blood pressure. 

Three cases, all healthy young adults with normal 
pre-operative blood pressures, seemed to present a 
hypersensitivity to the drug. In all 3, on a maintenance 
drip of 10 drops/min. and with posture, the systolic 
pressure dropped lower and lower. The drip was dis- 
continued and the tilt of the table adjusted till the 
pressure rose to 50 mm. Hg systolic. In 2 cases this 
pressure was maintained for 45 minutes and in the 
third for 1} hours without any additional arfonad. 
However, the general condition of the patients remained 
good, and at the conclusion of surgery tilting to a head- 
down position restored the blood pressure to a suitable 
level in all 3 cases. This only indicates that extreme 
vigilance is necessary, whichever way hypotension is 
produced. 


RESULTS 


(a) In every case a substantial fall in arterial blood 
pressure was produced. This fall could be controlled 
and maintained with the assistance of posture and 
procaine-amide. 

(b) The drip method of administration proved com- 
pletely satisfactory in dealing with the very wide indivi- 
dual requirements of the drug, and in successfully 
controlling the pressure. We think this method is 
safer and more controllable than the use of the con- 
centrated solution. 


(c) The hypotension produced by Arfonad was 
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seldom accompanied by a significant rise in pulse rate. 

(d) Post-operative recovery in all cases was rapid, 
with almost complete absence of vomiting, despite the 
use of ether. 

(e) There were no cases of reactionary haemorrhage. 

(f) We have not had occasion to use either methe- 
drine, neosynephrine or noradrenaline in any case 
post-operatively, in all cases the blood pressure rising 
to a satisfactory level at termination of surgery, and 
remaining there. 

(g) In extensive operations under hypotension in- 
duced with Arfonad, shock was not seen. 

(h) The drip method provides a convenient way of 
replacing any small blood-loss. In only one case of an 
extensive haemangioma of the face was the loss of blood 
sufficient to warrant blood transfusion and in this case 
only 200 c.c. of blood was transfused. 


CONCLUSION 


In our opinion Arfonad represents a distinct advance in 
the production of hypotension for surgical purposes. 
Its effects are evanescent, and they are readily con- 
trolled by discontinuing administration of the drug. 
Its flexibility certainly increases the safety of the tech- 
nique. We are much happier using it and while con- 
stant vigilance is necessary in all cases of induced 
hypotension, the tension previously present in the 
operating theatre has been replaced by, shall we say, 
watchful relaxation. 


Our grateful thanks are due to Roche Products, Johannesburg, 
for making arfonad available at all times for our use. Our acknow- 
ledgements are due to Drs. C. F. Scurr and J. B. Wyman. 
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THE PRESENT-DAY MANAGEMENT OF HEAD INJURIES * 


J. F. P. Erasmus, M.Cu., M.D. (RAND) 
Professor of Surgery, University of Cape Town and Head of the Division of Surgery, Groote Schuur Hospital, 
Cape Town. 


The results of treatment used in the Groote Schuur 
Hospital over the past few years in cases admitted to 
the surgical service are reflected in Fig. 1. A very much 
larger number of patients received treatment in the 
casualty department alone and were not admitted to 
the wards. Owing to the usual shortage of beds only 
the cases that were deemed serious or potentially serious 
were admitted. This reflects a world-wide state of affairs. 
An undue proportion of actual admissions were cases 


* A paper presented at the South African Medical Congress, 
Port Elizabeth, June 1954. 


referred from other hospitals to what virtually has 
become a centre for complicated head injuries. 

Even under stress of circumstances the following 
classes of case must be held in hospital at least for a 
preliminary period of observation: those with exten- 
sive scalp injuries and/or severe blood loss from scalp 
wounds; those with a fracture of the skull; those who 
have suffered a period of unconsciousness, however 
fleeting; those with presenting disturbance of con- 
sciousness or abnormal neurological signs; those 
referred with a story of fluctuations in consciousness, 
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Fig. 1. Head injuries. 638 cases. 81 deaths. A—Scalp and skull 
injury only. B—Transient or short initial loss of consciousness. 
B. 1—Later in-and-out consciousness. C—vVarious grades of 
confusion. C. 1—Haematomas removed in various grades of 
confusion. D—Stupor and coma. D. 1—Haematomas removed 
in stupor and coma. Haematomas removed—shaded areas. 
Deaths—black. 


even if this be only of intellectual activity; those with 
severe pain in the head days, weeks or months after 
sustaining a head injury. 

Simple scalp wounds should be explored under vision 
or with the sterile gloved finger after shaving of the 
hair for an inch from the wound edges. The wound 
should be cleaned, foreign material removed and the 
edges neatly approximated with sutures. Bleeding from 
scalp wounds is almost always adequately controlled 
by suture of the wound alone. Occasionally loss of 
blood from a scalp wound alone calls for blood trans- 
fusion. 

Scalp wounds with ragged, contused tags require 
more formal handling in a set operating theatre, but 
they are usually associated with compound depressed 
skull fracture, of which more anon. 


S.A. MEDICAL JOURNAL 


25 September 1954 


Linear fractures call for no treatment other than 
toilet of the skin wound, if any. 

Compound depressed fractures usually call for formal 
operation, at which the depths of the wound and the 
indriven bone can be clearly visualized. If the radio- 
graphic pictures show only very slight depression of 
the inner table it is permissible to effect superficial 
wound toilet only; otherwise it is safer to elevate the 
depressed fragments. If these are obviously contamin- 
ated with dirt they must be removed; if clean they may 
be replaced in good position as free bone grafts, but 
this requires some nicety of judgment and is not reason- 
ably safe in the hands of the occasional operator. 
Should the dura be torn it must if at all possible, be 
closed by suture or graft of temporalis fascia, but only 
after brain toilet has been carried out, if sucker, endo- 
thermy and trained personnel are available. If these 
are not available, the interests of the patient will be 
best served by dosure of the dura and scalp and refer- 
ence to a better-equipped institution. This proviso 
does not necessarily apply to indriven bone fragments 
which can easily be picked out of the underlying brain, 
unless they lie in the close vicinity of large vascular 
channels such as the sagittal sinus. 

The object is to prevent infection, but the lessons 
of the Second World War have taught that delayed 
wound toilet expertly performed produces results 
vastly superior to those of immediate or early inexpert 
operation, provided that in the inevitable interval 
adequate systematic chemotherapy or antibiotictherapy 
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Fig. 2. 
cases. A—Toilet of compound depressed fracture—cases with 
evidence of diffuse neuronal damage. B—ditto—no such evidence. 


Operations other than evacuation of haematoma. 54 


E—Negative exploration. F—Unusually severe scalp injury. 
G—Late reparative operation. S—Stupor or coma. C—Con- 
fused. T—Transitory loss of consciousness. _N—Neurological 
signs. *—Excision of damaged brain tissue. J—-Jacksonian 
seizures. P—Pond fracture. D—Deterioration in consciousness 
or neurological signs. Deaths in black. 
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G#tro-Ente 


The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrheea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces. 


Literature on application. 
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Prevention of Dressing Trauma 


Jelonet is a dressing for all wounds—its non-adherent properties protect the delicate epithelium 
and prevent dressing trauma, enabling healing to continue undisturbed. It is used extensively in 
the treatment of burns and as a dressing following skin-grafting operations. Other uses include: 


drainage, packing for deep granulating wounds, and as an adjuvant in the treatment of varicose 


ulcers by compression bandaging. 


Jelonet is available in tins of 36 pieces, each piece 3?” x 3}” 
A special size tin containing a strip 8 yards long x 33 
wide, folded zig-zag, is available for Hospitals and Surgeries. 


Sterile—ready for immediate use. 


JELONET 


PARAFFIN GAUZE DRESSING 


Made in England by T. J. SMITH & NEPHEW LIMITED, Hull 


Enquiries: SMITH & NEPHEW (Pty.) Ltd. P.O. Box 2347, Durban 
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mong the Petent typotensines 


~~ 
Noteworthy 


for its 


selective alkaloidal 


extract (alkavervir fraction) of 


A 
Veratrum viride, Veriloid presents these noteworthy features 
when a potent hypotensive agent is indicated. Its dosage 
- forms provide notable flexibility in treatment. 


@ Biologic assay — based on actual 
blood pressure reduction in mam- 
mals — assures uniform potency and 


constant pharmacologic action. 


@ Blood pressure is lowered by cen- 


trally mediated action; there is no 
ganglionic or adrenergic blocking. 


@ Therapy is rarely, if ever, fraught 
with the danger of postural hypo- 
tension. 


@ Hypotensive action is independent 
of alterations in heart rate. 


@ Cardiac output is not reduced. 


@ Renal function, unless previously 
grossly reduced, is not compromised. 


@ Cerebral blood flow 


creased. 


@ Cardiac work is not increased, 
tachycardia is not engendered. 


@ No dangerous toxic effects from 
oral administration. Side actions 
of sialorrhea, substernal burning, 
bradycardia, nausea, and vomiting 
(due to overdosage) are readily 
overcome and thereafter avoided by 
dosage adjustment. 


is not de- 


@ A _ notable safety factor in intra- 
venous administration is: the extent 
to which blood pressure is lowered 
is directly within the control of the 

physician. 

@ Suitable for combined therapy with 
other agents, e.g. Rauwolfia, with- 
out diminution of safety factor. 


@ In broad use over five years, literally 
in hundreds of thousands of patients, 
no other sequelae have been re- 

ported, whether Veriloid is given 
orally or parenterally. 


@ Tolerance or idiosyncrasy rarely 
develops; allergic reactions have not 
been encountered. Hence tablets 
Veriloid can be given for the long 
course of treatment required in se- 
vere hypertension. 


@ Continuing therapy with Veriloid 
has not led to interference with 
appetite or with excretory function. 

@ Because of its rapidly induced, pro- 
longed action (6 to 8 hours), tablets 

Veriloid provide around-the-clock 

hypotensive effect from 4 doses 
daily, make today’s dosage effective 
today, and usually prevent hyper- 
tensive “spiking” during the night. 
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‘BRONCHITIS 
“EMPHYSEMA 
are rapidly relieved by the 
INHALATION 
THERAPY 
r 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 


relief of all forms of bronchospasm, whether physical, nervous or allergic. 


e 
Available in cartoned bottles of 12.5 gm. 
Avalaible with or 
without a Face Mask 
SUPER PAG is a large 


table model and can be 
2 
supplied with single or ' 
double bulb, also with PNEUMOSTAT ELECTRIC INHALER is _ suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 
SUPER PAG HAND INHALER complete with two SUPER PAG Inhalers either of which 
. is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


e Please write for technical data. e 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


RIDDELL HOUSE, 10-14, DUNBRIDGE STREET, LONDON €.2. 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. 
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is administered. Undue haste in instituting definitive 
treatment may, in fact, produce disaster. There is 
an irreducible minimal mortality in cases with com- 
pound depressed fracture and associated underlying 
(and more particularly diffuse) neuronal damage. 
This is indicated in Fig. 2, although no claim is made 
that it reflects the irreducible minimal mortality. Opera- 
tion too soon after injury does not lead to this goal. 

The details of brain toilet do not belong in a paper 
like this. The technique can be learnt only through 
an adequate apprenticeship and requires adequate 
armamentarium. In principle, all indriven foreign 
material and underlying grossly-lacerated brain must 
be removed and perfect haemostasis secured. 


DETERIORATION IN CONSCIOUSNESS 


It is of vital importance to keep precise records of 


the state of consciousness. Delayed loss of conscious- 
ness during the first 24 hours or so, following on a 
lucid interval after injury, must be considered as due 
to an extradural haematoma. Even although this is 


not the most usual cause of deterioration it is, if evacu- 
ated, the most hopeful one, provided it is not attended 
by severe diffuse neuronal damage. 

At this stage the removal of other haematomas is a 
fruitless and heart-breaking undertaking unless the 
haematoma is attended only by immediately adjacent 
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Fig. 3. Evacuated intracranial haematomas. 104 cases (haemato- 
mas dealt with outside series in Fig. 2). X—All varieties and 
combinations with associated severe brain damage. A—Extra- 
dural. B—Subdural. C—Intracerebral. Y—In post-operative 
cavity. Z—Infected—all varieties and combinations. Deaths in 
black. *—3 cases with severe underlying cerebral damage—brain 
toilet. **—1! case—no improvement in neurological signs. 
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and local brain damage. This is exceptional with early 
deterioration in consciousness, and occurs only in 
those instances where the cumulative effects of local 
swelling, with or without local extravasation of blood, 
brings it about. In effect, this means a case with a de- 
pressed fracture, usually but not always compound 
(3 cases under X in Fig. 3). Occasionally it is due to a 
small suddenly-developing intracerebral haemorrhage 
(1 case under C in Fig. 3) and here the deterioration 
is usually incidental to sudden and continued ictal 
seizures. 

The author has reached these views after personal 
failures followed by planned observation of the efforts 
of other operators. The facts of recent observations 
are shown under X in Fig. 3. In other words, the un- 
fortunate occasional operator in this field should in 


. these cases confine himself to the evacuation of an 


extradural haematoma or attention to a depressed 
fracture, if these are found. His patient will gain nothing 
from further surgical exploits at his hands. The surgeon 
engaged in the practice of neurosurgery, or who by 
force of circumstances operates on many head injuries, 
may continue to attempt further measures in some of 
these cases simply because by so doing he may increase 
his store of experience and observation and bring about 
advance in the management of these unsatisfactory 
cases. This is a moot point and calls for no further 
comment at this stage. 

It has often been said and written that unremitting 
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Fig. 5. A large subdural 
haematoma has distorted 
the right frontal lobe and 
pushed it across to the 
left. The third ventricle 
is bowed. The right lateral 
ventricle sheared under the 
falx acro& the midline 
(A—A). The left lateral 
ventricle displaced laterally 
and slightly dilated. The 
diagram exaggerates the 
effects evidenced in the 
X-ray picture and in Fig. 4. 


low level of consciousness calls for cranial exploration 
after 48 hours—according to some, after 24 hours. 
In the case with severe diffuse brain damage this is a 
futile procedure, and the patient who has been deeply 
unconscious until this period from the time of injury 
always has severe diffuse brain damage. 

Deterioration in consciousness in the next few days 
may be due to several causes. The problem is always: 
Is the cause haematoma or not? Even sudden dramatic 
deterioration may not be due to haematoma but to 
the cumulative effects of laceration and contusion. 
Even in a well-equipped hospital negative exploration 
carries a considerable mortality in such instances (see 
Fig. 2 under E). 

Most negative explorations can be avoided, and 
here radiological methods are of tremendous value. 
Air encephalography (Fig. 4) is not without danger, 
but cerebral angiography will give evidence of the 
shift shown in Fig. 5. This shift is usually, but again 
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not always, due to haematoma. It may be due to brain 
swelling from other causes in one skull compartment. 
Towards the end of the first week after injury the 
effects of diffuse brain damage are most usually re- 
ceding. At this time, and from now on for weeks— 
sometimes months or occasionally even years—deterior- 
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ation in consciousness is increasingly likely to be due 
to subdural haematoma, occasionally fed from an intra- 
cerebral haematoma (see Fig. 3 under B and C), or 
less frequently to intracerebral haematoma itself (see 
Fig. 3 under C) or infection. 

Angiography can give other valuable information, 
e.g. the distortion of the middle cerebral artery by an 
intracerebral haematoma seen in Figs. 6 A and 6 B. 

A phenomenon commonly observed in these cases 
is aptiy called ‘in-and-out consciousness’. There are 
remarkable _fluctua- 
tions in the level of 
consciousness, and at 
any time dramatic de- 
terioration may occur 
with the rapid develop- 
ment of tentorial cone 
and its effects (Fig. 7). 
The diagnosis may be 
missed until this strik- 
ing picture develops 
and at this stage opera- 
tion becomes an urgent 
life-saving § measure. 
It is thus inevitably 
attended by a certain 
mortality rate. Even 
so, the operative mor- 
tality does not approxi- 
mate to that of the 
acute haematoma with 
diffuse brain damage. 
Of the 8 cases (Fig. 1D) admitted to hospital in stupor 
or coma and saved by evacuation of haematoma, 6 were 
of this type. Apart from these instances the evacuation 
of subdural haematomas is most satisfactory (see Fig. 3 
under B). 


Fig. 7. Tentorial Cone. The uncus 
is pushed medially and has displaced 
the oculomotor nerve on the smae 
side and has herniated through the 
incisura. The cerebral peduncle and 
oculomotor nerve on the same side 
are distorted and stretched. Those 
on the opposite side are compressed 
against the incisura. 
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FOCAL NEUROLOGICAL DEFICITS 


The remarks already made concerning time-relation- 
ships of deterioration of consciousness apply equally 
well to the appearance of focal neurological deficits, 
paralytic or ictal. In the main they express more localized 
brain damage, often on the background of diffuse 
neuronal injury, but they may be due to pressure of 
haematoma, or depressed fracture. Cerebral angio- 
graphy is of great value in deciding this issue. 

Time does not permit discussion of the sometimes 
fascinating details of these effects, nor of the question 
of cranial nerve injuries. 


CARE OF THE UNCONSCIOUS PATIENT 


The unconscious patient deserves far more general 
medical and nursing care than is sometimes bestowed 
on him. The object of this care is to prevent the re- 
tention of broncho-pulmonary secretions and sub- 
sequent wet lung, atelectasis and infection, to maintain 
the state of nutrition, and to prevent distension of the 
bladder, pressure sores and intracranial infection. 

Postural drainage in the face-to-side and head- 
lowered position, skilled aspiration of upper respiratory 
mucus, and regular frequent turning of the patient, 
will go a long way to preventing broncho-pulmonary com- 
plications. Feeding by mouth or stomach tube, accord- 
ing to the actual level of consciousness, is preferable 
to that by vein, but demands painstaking attention and 
patience. It may have to be supplemented by parenteral 
feeding. The important thing is that caloric-electrolyte- 
fluid-protein balance must be maintained as near normal 
as possible in the patient who, owing to the low level 
of consciousness, will rapidly starve to extreme inanition. 
Bladder distension is most usually and most simply 
prevented by regular catheterization. The skin and bed 
clothes Arabi be kept clean and dry, the patient turned 
regularly, afid particular care given to pressure points 
in order to prevent pressure sores. 


THE REHABILITATION AND RESETTLEMENT OF DISABLED PERSONS 


Under this title (1954) the British Medical Association has published 
as a booklet of 80 pages (price Is. 6d.) a Memorandum of Evidence 
submitted by the Council of the Association to the Interdepart- 
mental Committee which is investigating this subject in the U.K. 
The last chapter containing the Council’s Summary and conclusions 
is printed (with some minor variations) as follows: 

The following summary and conclusions represent the advice 
which the Council, after reviewing the rehabilitation service: 
their potentialities, organization and defects, wishes to offer 
with regard to the reorganization ana improvement of rehabilitation 
in its widest sense. 

A New Approach. The Council briefly reviews the development 
of the rehabilitation services and expresses the opinion that 
experience gained in pioneer work should now be utilized for the 
development of comprehensive rehabilitation services. The 
approach should accord with the change of emphasis in the practice 
of medicine, in which it is recognized that loss of health is a problem 
not merely, for example, of bacterial infection, but involves the 
total personality and environment of the patient. The future of 
rehabilitation offers a challenge to the medical profession, on 
whose inspired leadership success must depend. 

The Size of the Problem. As the great majority of patients are 
cared for by their own general practitioners and detailed records 
are not available, full statistical information on the number of 
persons who need help in rehabilitating themselves cannot be 


obtained. The Council reviews, however, certain data collected by 
the Royal Air Force Orthopaedic and Rehabilitation Service, the 
Liverpool hospitals, and King’s College Hospital. It draws the 
conclusion that, until more representative figures are available, it 
seems reasonable to assume that about 25% of patients passing 
through acute general hospitals could be helped by planned 
rehabilitation. Applied to the country as a whole this represents 
a very large number of people. 


SOME GENERAL PRINCIPLES 


The Concept of Rehabilitation. Rehabilitation embraces the 
whole man and is a continuous indivisible process beginning with 
the onset of sickness or injury and continuing until final resettlement 
in the most suitable working and living conditions is achieved. 

Team Work. The success of rehabilitation services depends to a 
large extent upon the personal qualities of the staffs and the 
efficiency of the team work. The initial stimulus should come from 
the medical profession. 

Unity and Continuity. For practical purposes it is useful to 
distinguish 3 stages of rehabilitation, namely, acute illness, con- 
valescence and resettlement. These stages, however, merge one into 
another, and each patient presents a different set of problems. 

Continuous Medical Supervision. Continuous medical supervision 
of the patient is necessary throughout all stages of rehabilitation. 
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By this the Council means that the patient is always under the close 
personal care of the medical practitioner appropriate to the 
particular stage of rehabilitation, confidential information about 
the patient being passed on as one medical practitioner takes over 
the responsibility from another. 

Social Resettlemerg. The importance of the social resettlement 
of the patient should be recognized. All possible assistance should 
be given to both the severely disabled patient and his family to 
help them to live at ease with his disability. 

Integration of Services. The sole aim of administration should 
be the promotion of the welfare of the patient as an individual, 
and the administrative machinery should be adapted accordingly. 


THE STAGE OF ACUTE ILLNESS 


The general practitioner or the consultant in charge of the patient 
should consider in the very earliest days of the illness its probable 
outcome, and whenever possible the patient and his family should 
be given an estimate of his prospects and of the length of time 
required for restoration, the effects of illness and disability being 
fully explained. 

Hospital treatment and general practitioner care should be 
regarded as an entity, the general practitioner giving the fullest 
information to the hospital consultant and the consultant including 
the general practitioner in all decisions and advice about the patient. 

During the initial stages of illness the patient should be helped 
in his general outlook by early ambulation, remedial exercises in 
the wards, good dieting, early training in the ways of overcoming 
handicaps, and adequate help in learning to carry out his own 
personal activities. 

As an integral part of each major hospital or group of hospitals 
a resettlement Clinic should be established for the purpose of 
providing expert guidance in the assessment of those patients with 
special difficulties, whether medical, industrial, economic or social. 

The resettlement Clinic should be available to the local general 
practitioners as well as to hospital staffs for the reference of patients. 

The function of the resettlement Clinic would be to provide: 

1. a point of co-ordination for rehabilitation services and 
agencies inside and outside the hospital; 

2. a medico-social sorting clinic; 

3. a clinic for the reference of difficult cases from hospital staff 
=. general practitioners or Disablement Resettlement Officers 
(D.R.O.s.); 

4. a centre for case conferences attended by all  aeeeeae with 
a particular patient; 

5. a medium for the education of the medical profession in 
rehabilitation. 

The staff of the Clinic should comprise: 

1. a consultant, possibly retired, with time to devote to the 
work of the clinic and experience of, and interest in, the 
problems of rehabilitation; 

. a medical practitioner irom outside the hospital with a sound 
knowledge of the district and its industries and an interest 
in the subject of rehabilitation. This practitioner might be a 
general practitioner, an industrial medical officer or some 
other medical practitioner with experience in industry; 

3. an almoner; 

4. a Disablement Resettlement Officer, who would be concerned 
with industrial conditions and the placement of patients. 

The Chairman would be either of the two medical practitioners 
in (1) and (2) above, or they might alternate. The remuneration 
would be on a sessional basis. The patient’s doctor, general practi- 
tioner and/or consultant, would be invited to attend the review 
of the patients they had referred to the resettlement clinic. If 
necessary, a consultant with specialized knowledge would be 
invited to attend, at the discretion of the chairman, for example, 
a dermatologist when a patient with skin disease was under 
consideration, or an ophthalmologist for a patient with an eye 
complaint. 

General practitioners should always be notified promptly when 
their patients are discharged from hospital. Such notification is 
especially important if the doctor is to supervise the remaining 
stages of his patient's rehabilitation. 

The patient who is ill at home should receive from his general 
practitioner the same kind of help which the Council recommends 
for the patient in hospital. 
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CONVALESCENCE AND RECOVERY 


The Council recommends that the Ministry of Health should 
investigate the relative need for the different varieties of con- 
valescent centre and apportion the responsibility between Regional 
Hospital Boards and local authorities. The supervision of con- 
valescents should be a medical responsibility. Convalescent centres, 
other than those providing the most simple facilities, should be 
administered by Regional Hospital Boards. 

Planned Convalescence. More provision should be made for 
planned convalescence in residential centres, concerning which the 
Council makes definite suggestions. Some of the accommodation 
should be in specially designed establishments, but Industrial 
Rehabilitation Units should also be used for this purpose. This 
would necessitate a considerable increase in their number. The 
distinguishing features of planned convalescence are that it is 
intensive, it is planned for the individual patient, and it has a 
background of discipline. Reference is made to the provision in 
some of the basic industries for planned convalescence. 

Industrial Rehabilitation Units. A better selection of patients for 
courses at Industrial Rehabilitation Units would ensure a more 
profitable use of the resources available. The service offered by 
the Units should be extended to permit the early admission of 
mildly disabled persons for short periods. Medical guidance in 
the work of Industrial Rehabilitation Units should be given more 
importance than at present. 


THE RETURN TO WORK 


The assessment of a patient who is ready to return to work must 
be a medical responsibility, to be undertaken by the consultant 
or general practitioner or Unit Medical Officer in consultation 
with technical experts. The doctor's task is to forecast the future 
development of the patient’s medical condition and to relate his 
capacities, limitations, tolerances and psychological state to the 
demands of work, with the object of guiding the employer and the 
Disablement Resettlement Officer. 

Reference is made to some of the difficulties of absorbing disabled 
workers in modern industry. 

Wherever possible the disabled person should be reabsorbed in 
his previous workshop or factory. 

Special arrangements may be necessary for patients in whose 
disability there is an element of infectivity. 

Sheltered Employment. The Council describes some experiments 
in sheltered employment. The development of sheitered employ- 
ment should be in the form of small, local, non-profit-making 
units linked with local industry. Greater care is needed in the 
selection of disabled persons for sheltered employment. Reference 
is made to the difficulty experienced by managements of sheltered 
employment units in obtaining sufficient continuous runs of suitable 
work, which are essential to the therapeutic value of the atmosphere. 
Industrialists should be encouraged to provide materials, give 
contracts and in other ways to associate themselves actively with 
particular sheltered workshops. It should be appreciated that 
sheltered industry, from its very nature, cannot always be self- 
supporting. 

Occupation Centres. There is a need for the provision of occupa- 
tion centres where severely disabled persons who are too 
handicapped to be employed even in sheltered industry may attend 
daily to perform such work as their disability permits, and thus 
relieve others in the home for normal employment. 

Work for the Homebound. Work should be provided as a 
therapeutic measure for patients recently discharged from hospital 
and in need of curative occupational therapy and for those suffering 
from long-standing disabilities who, after much hospital treatment, 
are considered unlikely to benefit from further medical treatment. 
In the organization of work for the homebound, whether by local 
authorities or Remploy factories, there should be more planning, 
supervision and discipline. The object should be to keep the patient 
steadily occupied to the limit of his capacity with work of market- 
able value. 

Social Resettlement. The importance of the social background in 
the resettlement of the mildly or seriously disabled person should 
never be overlooked by any member of a rehabilitation team. 
This aspect of the work should be a special concern of the almoner, 
the health visitor, or the welfare worker. Public authorities should 
give more consideration to the ways in which they could ease the 
difficulties of the disabled. 
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Superannuation. Employment problems are created for persons 
over forty by the requirements of superannuation schemes. The 
subject should be studied by the Treasury, employers and trade 


unions. 

The Disabled Housewife. The needs of the disabled housewife 
should receive more attention. Special devices and kitchen aids 
should be readily available to her. 

Government Training Centres. The substantial contribution made 
by Government Training Centres to the rehabilitation of the dis- 
abled should be further encouraged and extended. 

Follow-up. Each patient should be followed-up over a long 
period, and careful attention should be paid to the suitability of the 
employment found for him. 


SOME SPECIAL PROBLEMS OF RESETTLEMENT 


Problems in resettlement may arise from geographical or medical 
conditions. The special nature of certain diseases create particular 
medical problems. In the past help for some of these diseases has 
been obtained by scheduling them. The Council is of the opinion 
that the rehabilitation services should develop, not through the 
scheduling of specific diseases, but by a comprehensive approach 
to the problem as a whole. 

The Council reviews the provision for the resettlement of patients 
suffering from certain diseases, namely: tuberculosis, dermatitis, 
rheumatism, epilepsy, blindness and deafness. 

Attention is drawn to certain problems of youth employment, 
and to the importance of the correct placing in industry of both the 
normal and the disabled school-leaver. 


ADMINISTRATION 


The various aspects of rehabilitation, which involve health, welfare 
and employment, should be integrated administratively, so that 
disabled persons may be provided with a co-ordinated service. 
Present machinery is complex and confused. 

Whereas early legislation concerning disablement was based 
on the special needs of patients suffering from injuries, industrial 
injuries now account for only a small percentage of all forms of 
disablement. Legislation now needs to be designed to meet the 
task of absorbing into industry all disabled persons. 

Although it is impossible to draw in all cases a hard and fast 
line as to where one Ministry or committee takes full responsibility 
and where that responsibility is shared, the Council is of the 
opinion that, wherever practicable, the responsibility of each 
Ministry concerned should be clearly defined. 

The initial drive, as well as the responsibility for the continuity 
of a rehabilitation service, must come from the medical profession. 
One of the ways in which the profession may exercise its influence 
is through the resettlement clinics recommended by the Council. 

Certificates and Records. The introduction of a certificate of 
partial fitness which would be accepted for the admission of a 
patient to an Industrial Rehabilitation Unit would reduce delay in 
the return to industry. 

The Register of Disabled Persons. While the Disabled Persons’ 
Register has played a considerable part in the rehabilitation services, 


ASSOCIATION NEWS 


CAPE MIDLAND BRANCH—CLINICAL MEETING 


The monthly clinical meeting was held on 2 September. Dr. J. 
Miller, in the chair, welcomed Professor E. C. Crichton and some 
60 members. 

Mr. L. Mirkin demonstrated the technique of lengthening of 
the tibia in a case of congenital shortening of the leg, using a 
simple apparatus locally made, with very gratifying results. 

Dr. P. Jabkovitz demonstrated a case of unilateral wasting of 
the interossei. The differential diagnosis between early progressive 
spinal muscular atrophy (so-called chronic poliomyelitis) and a 
TI lesion was discussed. 


ENDOMETRIOSIS OF A LAPAROTOMY SCAR 


Dr. F. Benjamin presented a case of endometriosis of laparotomy 
scar. The patient, aged 33 years, had an abdominal hysterotomy 
and bilateral salpingectomy carried out at the 15th week of her 
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it has not entirely fulfilled its intended function, because registration 
sometimes reacts unfavourably against patients, particularly in the 
case of those suffering from certain disabilities, such as skin dis- 
orders and tuberculosis. A small proportion of disabled persons 
are unemployable. 

Designated Employment. The present position concerning 
designated employment is unsatisfactory. More research into job 
analysis is required. 

Medical Officers of Industrial Rehabilitation Units. In the wider 
service proposed for the Industrial Rehabilitation Units the medical 
officer must be accorded an enhanced position in the daily medical 
supervision of the unit. 

Disablement Resettlement Officers. The Disablement Resettle- 
ment Officer’s essential duty is placement, and he should be 
primarily trained for this highly skilled work. His office should be 
a specialized appointment with its own grades. There should be 
more whole-time Disablement Resettlement Officers. Attention 
is called to some of the difficulties of placement in industry. The 
wider use of trial placements is recommended. 

Industrial Rehabilitation Unit Staff. The staff of the Industrial 
Rehabilitation Unit should be enabled to feel that they are an 
integral part of the team working for the patient. They should be 
permitted to select their place of work within the limit of vacancies 
available. 

Other Members of the Team. Recommendations are made con- 
cerning the qualifications and training of occupational supervisors, 
physiotherapists and remedial gymnasts, occupational therapists 
and social workers. 

Accommodation. There is a gross inadequacy of accommodation 
of all kinds for the rehabilitation of disabled persons. It is not 
entirely a question of new building but also the more effective use of 
what already exists. 


INCENTIVES 


The Council discusses the effect on the morale and health of dis- 
abled persons of certain factors relating to monetary benefits. Lack 
of incentive, both monetary and other, has a depressing effect on 
the patient and may retard his rehabilitation. 


RESEARCH 


There is a lack of factual information on the effect of disability 
upon working capacity and upon the long-term results of the various 
kinds of special and sheltered employment. More research is 
required into the breaking-down of industrial processes, the assess- 
ment of handicapped school-leavers, the methods of following-up 
patients, industrial aspects of dermatitis, and the system of 
classifying disabilities. 


EDUCATION 


The Council offers some suggestions for education in the scope, 
nature and potentialities of rehabilitation amongst the medical 
profession, industry and the public. 


: VERENIGINGSNUUS 


second pregnancy, for chronic nephritis. She was perfectly well 
until 6 months after the operation, when she began to notice 
something very peculiar happening to the abdominal wound. 
Each month, a week before her menstrual periods, the wound 
would become painful and then swollen, reddish-blue blisters 
(as she called them) appeared on the wound; and when the men- 
strual period came on the blisters burst, and she would bleed 
fairly profusely from the wound; as the period subsided, so the 
bleeding from the wound would lessen, the blisters would dis- 
appear, and the swelling and pain would disappear. This symptom 
has now been going on every month for 18 months. She had no 
other gynaecological or general symptoms. 


On general and gynaecological examination there were no 
abnormalities, apart from evidence of chronic nephritis. On 
abdominal examination there was a mid-line subumbilical opera- 
tion scar. When seen just before, during, and just after menstrua- 
tion, the lower end of the wound showed the features described 
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above, and also in the colour photographs presented at the meeting 
and on the specimen removed at the operation. When seen at 
other times of the cycle the lower end of the wound merely showed 
a small swelling. 

The diagnosis in this case was obvious, i.e., endometriosis. A 
short survey of the subject of endometriosis was given, and it was 
pointed out that a laparotomy wound was one of the rarest sites 
for endometriosis; the ovary, muscular wall of the uterus and other 
sites are much commoner situations. It was pointed out that 
endometriosis in a laparotomy scar followed operations in which 
the cavity of the uterus had been opened; e.g. hysterotomy, Cae- 
sarean section, myomectomy, ventral suspension, and salpingec- 
tomy. In a recent paper, Sampson (B.M.J., 1945, 50, 597) studied 
17 cases, and in all but one the condition followed salpingectomy— 
it is very interesting that in this patient the condition had followed 
a salpingectomy and hysterotomy. In Sampson’s experience the 
shortest period between the operation and the appearance of the 
tumour was 2 years, the longest 17 years—thus this present case 
is a record (6 months). 

The methods of treatment of endometriosis were then discussed. 
It is known from clinical experience that if a patient with endo- 
metriosis becomes pregnant the condition retrogresses and does 
not recur again. Thus although about 40% of patients with 
endometriosis are sterile, if only they can become pregnant they 
will probably be cured. Obviously this treatment was not available 
in this case. Surgical treatment is the procedure necessary in 
most cases, and obviously in this case. In other areas surgery 
should be as conservative as possible, consisting merely in the 
local removal of the endometriomatous tissue. Endocrine therapy 
(testosterone) was tried in this case for 3 months, but had no 
effect on the lesion. Two cases were quoted which had been 
encountered in recent months where androgen therapy had effected 
a complete cure. Radiation therapy was mentioned. The tumours 
themselves are highly radio-resistant; even interstitial radium 
has failed to produce a regression. But cure of endometriosis is 
swift and certain with X-ray sterilization. X-ray sterilization is 
necessary in women over 40 years old where the operation is 
refused or contra-indicated, and where the tumour is inaccessable 
to surgical removal; a case was quoted of endometriosis of the 
bladder in a woman of 43 years of age where X-ray sterilization 
was very effective treatment. 

Discussion. Mr. F. H. Counihan enquired why the condition 
followed salpingectomy. Dr. Benjamin said that he was unable 
to offer an explanation, and was unable to find any reference to 
this in the literature. Mr. H. I. Maister enquired about a case of 
swelling of the knee-joint which occurred regularly in the pre- 
menstrual week, which he had encountered some years ago; he 
wondered whether this could be a case of endometriosis. Dr. 
Benjamin stated that endometriosis did not occur below the vulva 
or above the umbilicus. He mentioned that women often com- 
plained of epistaxis at the time of menstruation; this was not due 
to endometriosis of the nose, but was due to the fact that epis- 
taxis from various causes was more likely to occur at the time of 
menstruation. He stated that Mr. Maister’s case was much more 
likely to be one of endocrine allergy; the patient was probably 
allergic to her own hormones, and exhibited this allergic mani- 
festation as the titre of oestrogen and progesterone rose in the 
premenstrual phase. 


CONSTRICTIVE PERICARDITIS 


Mr. L. M. Satchwell, thoracic surgeon, demonstrated a case after 
pericardectomy. The patient was a Bantu male aged 49 years. 
Since the beginning of the year he had suffered from dyspnoea, 
swelling of the abdomen and swelling of the ankles. On admission 
to the Provincial Hospital in March 1954 he was found to have 
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congested neck veins, a right pleural effusion, marked ascites and 
oedema of the ankles. Blood pressure was 110/80. The heart 
was not enlarged radiologically, nor was calcification visible. 
A diagnosis of constrictive pericarditis was made. Repeated 
tappings of the pleural and peritoneal effusions were necessary 
to keep the patient comfortable but in spite of all treatment the 
fluid rapidly re-accumulated. It was decided that surgery was the 
only form of treatment which offered any hope of cure; so on 
27 July 1954 he performed pericardectomy. 

At operation the pericardial space was obliterated and there was 
a moderately thick fibrous layer constricting the heart. When 
this was peeled off the myocardium was seen to be pale and con- 
tracting sluggishly. It just seemed tired. The impression it gave 
was that in spite of the heart being freed little benefit would accrue. 
The post-operative course was without incident and, contrary to 
expectations, the patient appeared to be materially improved. 
The neck veins subsided, the effusions absorbed and have not 
returned, and he feels very much better. 

Discussion. It is now generally accepted that in the majority 
of cases constrictive pericarditis results from a tuberculous in- 
fection. Once constriction occurs, the rational treatment is to 
relieve it by a pericardectomy. In Europeans the results are dra- 
matic. As the fibrous membrane is stripped from the heart, the 
released myocardium bulges out in joyous relaxation. In this 
present case the immediate result appeared disappointing, but 
later considerable improvement occurred. Although Dr. Satch- 
well’s experience with the Bantu is limited, he understood that at 
the Baragwanath Hospital, Johannesburg, the results following 
pericardectomies were disappointing. The patients often develop 
an acute exacerbation of tuberculosis, or they died suddenly from 
no obvious cause. He was not surprised at the latter after seeing 
the myocardium in the present case. As regards the flare-up of 
the tuberculous infection, it is only since the advent of the anti- 
tuberculous drugs that these cases could be tackled with much 
hope of success. It is interesting to know that in the Bantu even 
rs drugs do not make pericardectomy a relatively safe pro- 

ure. 

Dr. Victor Solomon showed two cases of pericarditis with 
effusion, of probable tuberculous origin. He stressed the import- 
ance of recognizing this condition as being one of the diseases 
presenting as ‘congestive cardiac failure’; for treatment on the usual 
lines for cardiac failure proved invariably fatal unless the necessity 
for relief of cardiac tamponade was recognized. He discussed 
the aetiology and some of the clinical features of this condition, 
stressing the value of the pulsus paradoxus sign, and the fairly 
characteristic electrocardiographic changes. This was a fairly 
common condition among the Bantu and, even with early recog- 
nition, frequent pericardial paracentesis and intensive antibiotic 
therapy, the mortality in the first few months was probably as 
high as 60-70%. Of those that recovered, none that he had fol- 
lowed up were in good health and all suffered some disability— 
fairly marked effort-dyspnoea, anginal-like discomfort. oedema 
of the legs and hepatic enlargement. The abnormal electrocardio- 
graphic pattern tended to persist. A proportion of these, he 
pointed out, would go on to the full-blown picture of constrictive 
pericarditis. 

Dr. Solomon also presented a case who had been admitted to 
hospital with menorrhagia and a massive fibroid uterus. She had 
developed acute pulmonary oedema shortly after admission. 
She was found to have a ‘tight’ mitral stenosis with a mild degree 
of aortic incompetence. The physical signs and X-rays were 
demonstrated and the electrocardiogram discussed. He felt that 
the procedure in dealing with this problem should be, first, a 
mitral valvotomy, followed at a later date by appropriate treat- 
ment for the menorrhagia and fibroids. Drs. J. Miller and L. 
Satchwell concurred in this view. 


IN MEMORIAM 


DR. MICHIEL VAN NIEKERK 


Dr. F. J. Marais, of Windhoek, writes: Dr. M. v. Niekerk passed 
away on 12 August 1954, a well-beloved and respected medical 
practitioner of South West Africa. 


He was for many years Medical Officer in Ovamboland, the 
only medical officer amongst thousands of Natives. He then 


returned to be District Surgeon and Railway Medical Officer at 
Mariental, where he ran a large country practice single-handed. 
This was only possible to a man of his sound medical knowledge 
and independent outlook on life. He retained this work until 
forced to resign owing to the crippling effects of rhumatoid arthritis. 

He spent the last years of his life as Medical Superintendent 
of the large Government Native Hospital in Windhoek. 

He was practically never without pain, but no one ever heard 
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Correct vitamin balance for all ages 


From the youngest to the oldest the routine administration of 
ABIDEC® ensures an adequate intake of vitamins in well-balanced proportions. 
For infants and children Abidec DROPS are the ideal supplementary multivitamin 
treatment. For adults Abidec CAPSULES are invaluable in correcting 


suspected deficiencies due to bad dietary habits. 


Abidec Drops are easily 
administered to infants and children, 
in food, a single daily dose 
being adequate. For adults, 

eo adequate intake is obtained with 


2 IP): @ Registered Trade Mark ONE Abidec Capsule Daily. 
3 


Be” 6P.D. & CO. (PTY.) LTD., P.O. Box 9971, Johannesburg subsidiary of PARKE DAVIS & CO. 
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HITHERTO AVAILABLE AS TABLETS 
AND NOW ALSO AS A PLEASANTLY 
FLAVOURED ELIXIR 


The combination of ethinylestradiol and methyltestosterone in 
Mepilin produces an increased feeling of confidence and well-being 
which is both mental and physical. 

Undesirable side effects such as breast turgidity and pelvic con- 
gestion are avoided. 

The risk of withdrawal bleeding is reduced. 
Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylestradiol 0.01 mg. and methyltestosterone 3 mg. 


‘MEPILIN’ 
for the 
menopausal 
patient 


DOSAGE: Menopause and geriatric conditions : average cases—3 tablets or 3 teaspoon- 
fuls daily. Premenstrual tension and dysmenorrhaa—2? tablets or 2 teaspoonfuls daily from 
10th to 22nd day of the menstrual cycle. 
* MEPILIN ° TABLETS, Bottles of 25, 100 and 500. 
* MEPILIN * ELIXIR, Bottles of 4 fi. oz. and 20 fi. oz. 


Literature is available on request 
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him complain. He retained his geniality, composure and pro- 


fessional capabilities although we all knew what he was going 
through. 
He leaves behind a host of friends of all colours and creeds. 


PASSING EVENTS : 


Union Department of Health Bulletin Report for the 7 days ended 
9 September 1954. 

Plague, Smallpox: Nil. 

Typhus Fever. Cape Province: One (1) Native case at Askeaton 
in the Xalanga district. Diagnosis confirmed by laboratory tests. 

No further cases have been reported from the Somerset East 
municipal area since the notification of 12 August 1954. This area 
is now regarded as free from infection. 

Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Dacca (Pakistan); Calcutta (India). 

Smallpox in Bombay, Calcutta, Delhi, Kanpur, Madras (India); 
Phnom-Penh (Cambodia); Phanthiet, Saigon-Cholon (Viet-Nam). 

Typhus Fever in Baghdad (Iraq). 


* * * 


Under the auspices of the Medical Graduates Association of the 
University of the Witwatersrand a dinner, at which the guests 
will be the Class of 1925 and 1926 and their teachers and present 
members of staff, has been arranged for Thursday 28 October 1954, 
at the Automobile Club, Killarney, Johannesburg. Tickets £1 10s. 
(including drinks). Dress formal. Cocktails at 6.30 p.m. Reser- 
vations should be made with the Secretary, Medical Graduates 
Association, Medical School, Johannesburg. Telephone 44-7040. 


* * * 


Dr. J. Friedlander, of 609 Payne’s Buildings, West Street, Durban, 
has recently returned to the Union after 18 months post-graduate 
work in the United States. 


Correspondence recently addressed from the office of the Council 
of the South African Medical and Dental Council to a number of 
medical practitioners mentioned below has been returned through 
the post, the reason for non delivery being given as ‘Party Left’ 
or ‘not known at this address.” 


The Registrar of the South African Medical and Dental Council 
invites the attention of the following practitioners to Section 16 
of the Medical, Dental and Pharmacy Act in terms of which ‘it 
shall be the duty of every person who changes his address to 
some this fact to the Registrar within one month after such 
change. 


Backenberg, J. P. H., Morrisonlaan 51, Rietondale, Pretoria. 
Bamford, T. M., P.O. Box 40, Oogies, Transvaal. 
Bingle, J. P., Posbus 40, Oogies, Transvaai. 
Chamberlain, T. R. 16 Surrey Road, Kensington, Johannesburg. 
Du Toit, I. S., 52 Church Street, Wellington, C.P. 
Everill, S. F. H., 65 Oribi Road, Pietermaritzburg. 
Gillanders, A. D., 704 Mackay Mansions, Rissik Street, Johan- 
nesburg 
eel R.J., 28 Finsbury Avenue, Auckland Park, Johannesburg. 


Association of South Africa held at Port Elizabeth on 25 June 1954, 
during Medical Congress, the following office-bearers were elected: 
President—Dr. H. L. Wallace (Durban): 


—Dr. F. Walt (Durban); Executive Committee—Dr. G. Comay 
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IN DIE VERBYGAAN 


DOCTORS WHO CHANGE THEIR ADDRESSES 


SOUTH AFRICAN PAEDIATRIC ASSOCIATION 


At the Annual General Meeting of this Group of the Medical 


Hon. Secretary /Treasurer 


(Port Elizabeth), Prof. J. G. A. Davel (Pretoria), Dr. W. Emdin 
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We have all suffered a loss but none more than the poor and the 
underdog. 


We of the medical profession and especially our Branch of the 


Medical Association will miss him in the years to come. 


Dr. D. P. Marais \eft Cape Town by air on 17 September to attend 
the 13th Conference of the International League against Tuber- 
culosis in Madrid. With Dr. B. A. Dormer, who is at present 
overseas, Dr. Marais is officially representing SANTA. This 
conference will be followed by the 3rd International Conference 
of the American College of Chest Physicians at Barcelona. The 
College is well established in South Africa and Dr. Marais, as its 
Regent, is attending a meeting of the Board of Regents at which 
he is to report on College affairs in Africa, the Middle East and 
India. Dr. Marais expects to return in the second week of Novem- 
ber. 

* * 


The Associate Secretary writes: The number of cases is increasing 
in which medical practitioners in some centres are rendering 
accounts to medical aid societies at rates higher than those in the 
tariff book. In spite of increases in private fees adopted by several 
Branches of the Association, the fees for approved Medical Aid 
Society patients remain as printed in the tariff book. 

* * a 


Etiese Reéls: Toe die antwoorde op die vraelys in verband met die 
registrasie van Spesialiste onlangs ontvang was, is opgelet dat °n 
aantal geneeshere se name, met die titel ,Dr.” en hul adresse, 
op hul koeverte geskryf of gedruk was. 

Volgens die Suid-Afrikaanse Geneeskundige en Tandheel- 
kundige Raad se ,Reéls betreffende gedrag waarvan die Raad 
kennis kan neem’ is dit nie toelaatbaar dat enige inligting op 
koeverte gedruk word nie, behalwe die geneesheer se adres waar- 
heen die inhoud teruggestuur moet word indien nie afgelewer 
nie. Die naam en die titel ,Dr.’ moet dus weggelaat word. 

Die betrokke geneeshere behoort hul aandag aan die saak te 
gee, ten einde ‘n oortreding van hierdie etiese reél te voorkom. 


Lawrence, J. J., 16 Dunvista Mansions, Banket Street, Hillbro w 
Johannesburg. 

McLean, C. M., 
nesburg. 

McPhail, A. V., 180 St. Frusguin Street, Malvern, Johannesburg. 

MacQuillan, C. J., Kowie West, Port Alfred, C.P. 

Medalie, J. H., 101 Buckingham Court, corner of Quartz and 
Leyds Street, Hillbrow, Johannesburg. 

Meidlinger, J. G., P.O. Box 711, Welkom, O.F.S 

Ryrie, D. R., ‘The ‘Howe’, Weltevreden Avenue, Rondebosch, C.P. 

Senior, N. E., St. Andrew's School, Bloemfontein. 

Titlestad, E., c/o Mr. R. Titlestad, ‘Kwa-Cagide’ Trading 
Store, Hammarsdale, Natal. 

Van Coller, P. E., 11 Mons Road, Waterkloof Ridge, Pretoria. 

Van der Westhuizen, I. P., p/a Drs. van Schalkwyk en Marais, 
Posbus 465, Windhoek. 

Van Waalwijk van Doorn, H. T., Dokterskwartiere, Esselen- 
straat, Algemene Hospitaal, Johannesburg. 

Van Wyk, F. A. K., Algemene Hospitaal, Pretoria. 

The above list appeared in the Journal of 18 September (P814) 
but by error the Registrar’s intimation was omitted. 


113 Manners Mansions, Jeppe Street, Johan- 


(Cape Town), Dr. S. Heymann (Johannesburg), Dr. P. Klenerman 
(Durban). 

This Association now has 38 full members and 14 associate 
members. 

The Association presents 2 prizes annually. One is for paediatric 
nursing, awarded to the candidate obtaining the highest marks in 
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the annual examination for the South African Nursing Council’s 
Certificate of Paediatric Nursing, the course for which is at present 
being conducted at the Transvaal Memorial Hospital for Children. 

The other is a prize for an essay by Sth-year or 6th-year medical 
students of the Universities of Cape Town, Witwatersrand and 
Pretoria. This prize consists of a medal and cash award to the value 
of £10, which may be used for the purchase of books, instruments 


BOOK REVIEWS 


THE HEPATIC CIRCULATION AND PORTAL HYPERTENSION 


The Hepatic Circulation and Portal Hypertension. By Charles 
G. Child, Il, M.D. (Pp. 444 + xiii, with 132 illustrations. 
$12.00). Philadelphia and London: W. B. Saunders Company. 
1954. 


Contents: 1. Introduction. 2. Historical Background. 3. Comparative Anatomy 
of the Hepatic Circulation. 4. Embryology of the Liver and its Blood Vessels. 
5. Anomalies of the Hepatic Vasculature. 6. The Gross and Microscopic Anatomy 
of the Intrahepatic Vasculature. 7. The Normal Physiology of the Hepatic 
Vasculature. 8. The Intrahepatic Vascular Changes in Liver Disease. 9. The 
Liver and Shock. 10. The Effect of Liver Disease upon Body Water. 11. Hepatic 
Regeneration. 12. The Extrahepatic Splanchnic Circulation. 13. Portal Hyper- 
tension. 14. Portal Venography. 15. Pancreaticoduodenectomy with Resection of 
the Portal Vein. 16. Preoperative and Postoperative Water, Electrolyte, and 
Protein Balance in Patients with Cirrhosis. Appendices. Bibliography. Index. 


Professor Child has provided the much-needed synthetic approach 
to this extensively investigated subject; a review of the enormous 
volume of experimental work on the hepatic circulation is followed 
by a description of the author’s considerable contribution to the 
surgery of portal hypertension. 

The latter clinical part is admirable and is generously illustrated. 
Of a series of 15 cases fulfilling the criteria of ‘Banti’s disease’, all 
had portal hypertension and, in most, venous thrombosis was the 
primary cause. On the other hand, ‘so-called congestive 
splenomegaly can exist without venous obstruction’. Splenic-vein 
ligation in animals does not produce the signs of Banti’s syndrome. 
Professor Child concludes (as McMichael did) that some of Banti’s 
cases had early undetected cirrhosis. Cavernomatous transforma- 
tion of the portal vein, too, comes under fire; it is likely to be, not 
a haemangioma, but re-canalization following thrombosis 

Remarkable results were obtained in a personal series of 37 
operations for portal decompression. It is of interest that the levels 
of serum-albumen and bilirubin did not deteriorate as a result of 
complete diversion of portal blood from the liver. In a short follow- 
up, only | of 31 cases treated by portacaval anastomosis suffered 
further gastro-oesophageal haemorrhage. Splenomegaly regressed ; 
unfortunately there is no information with regard to the progress 
of the neutropenia of ‘hypersplenism’. The protocols of the series 
are appended. 

The somewhat contradictory reports on hepatic arterial ligation 
for portal hypertension are summarized. Surprisingly, no mention 
is made of the operation of gastric trans-section and re-suture. 

Presentation of the physiology of the hepatic circulation is less 
satisfactory. The section on the recent concept of the liver lobule is 
unnecessarily obscure, and contrasts with Elias’s own elegant 
descriptions, or those by Ham in his Textbook of Histology. 
Stream-lining of flow in the portal vein might have received more 
attention. The mechanism of fluid retention in cirrhosis is adequate- 
ly discussed. Of interest is the suggestion that abnormal 
arteriovenous anastomoses contribute to portal hypertension in 
cirrhosis. 

B.L. 


AIDS TO INORGANIC CHEMISTRY 


Aids to Inorganic Chemistry. By R. G. Austin, B.Sc.(Lond.), 
F.R.L.C. Second Edition. (Pp. 469 + x, with 22 line drawings. 
10s. 6d.). London: Bailliére, Tindall & Cox. 1953. 


Contents: 1. Introductory. 2. The Elements and their Classification. 3. The 
Constitution of Matter. 4. The Modern Classification of the Elements and the 
Electronic Theory of Valency. 5. Oxygen and Hydrogen. 6. The Elements of 
Group I. 7. The Elements of Group I (continued). 8. The Elements of Group II. 
9. The Elements of Group II (continued). 10. The Elements of Group III. 12. The 
Elements of Group [V. 12. The Elements of Group V. 13. The Elements of Group 
V (continued). 14. The Elements of Group VI. 15. The Elements of Group VII 
(The Halogens). 16. The Commoner Metals of the Transition Series. Appendix. 
Bibliography. Index. 
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or a subscription to any medical journal. In any year when there is 
no candidate of sufficient merit no award will be made. 

The subject for the essay for 1954 is: ‘Discuss the pathogenesis, 
signs and symptoms, treatment and prognosis of Tuberculous 
Meningitis in Childhood’. The limit is 5,000 words, and the essay 
is to be typed in double spacing and submitted in duplicate. It 
may be submitted in English or Afrikaans. The closing date for 
the essay is 31 March 1955. 


BOEKRESENSIES 


This little book is intended as a pocket text-book for first-year 
medical students. 

In the first 100-odd pages the fundamentals of chemical combina- 
tion are reviewed. This section has a somewhat old-fashioned 
flavour, resulting largely from the lack of attention to the ionic 
behaviour of inorganic compounds. Thus we find reference to the 
‘compound radicle’ NH, rather than to the ammonium ion. The 
treatment of oxidation and reduction is quite inadequate, although 
this is a topic in inorganic chemistry in which students usually 
require considerable aid. Treatment of atomic structure earlier in 
the book would have helped to clarify some of the later sections. 
However, these first few chapters might prove useful to a baffled 
student in the first few months of his chemistry course. 

The later sections of the book are somewhat more successful. 
Here the elements and their compounds are discussed systematically 
according to the position in the periodic table. Inevitably, as in all 
but the more modern books on inorganic chemistry, the material 
occasionally degenerates into a catalogue of reactions. On the 
whole, however, the book is quite readable. Its most valuable 
feature is the inclusion wherever possible of the physiological 
properties of inorganic substances. 

In passing, one wonders why the medical student is expected to 
work through so much factual inorganic chemistry. Much of the 
material included is of no medical significance; some of it is of 
minor importance even to the chemist. This is the fault, not of the 
author, but of the traditional chemistry syllabus, the revision of 
which is long overdue. 

In conclusion, the book can be recommended to medical students 
as an ‘Aid’, but not as a sole guide. mA 


CLINICAL MYCOLOGY 


Manual of Clinical Mycology. By Norman F. Conant, Ph.D., 
David T. Smith, M.D., Roger D. Baker, M.D., Jasper L. 
Callaway, M.D. and Donald S. Martin, M.D. (Pp. 456 + xii, 
with 202 illustrations. £2 16s. 3d.) Philadelphia and London: 
W. B. Saunders Company. 1954. 


Contents: 1. Actinomycosis. 2. Nocardiosis. 3. North American Blastomycosis. 
4. South American Blastomycosis. $5. Coccidioidomycosis. 6. Histoplasmosis. 
7. Cryptococcosis. 8. Candidiasis. 9. Geotrichosis. 10. Aspergillosis. 11. Mucor- 
mycosis. 12. Penicilliosis. 13. Sporotrichosis. 14. Maduromycosis. 15. Rhino- 
sporidiosis. 16. Chromoblastomycosis. 17. Tinea Nigra Palmaris. 18. Sympto- 
matology, Prognosis and Treatment of the Dermatomycoses. 19. Immunology 
of the Dermatomycosis. 20. Mycology of the Dermatomycoses. 21. Piedra. 
22. Trichomycosis Axillaris. 23. Tinea Versicolor. 24. Erythrasma. 25. Oto- 
mycosis. 26. Coniosporiosis. 27. Fundamentals ef Elementary Mycology. 
28. Contaminants. Appendix. Index. 


This second edition of the Manual of Clinical Mycology by five 
authors, Drs. Conant, Smith, Baker, Callaway and Martin, is to 
be heartily welcomed. 

It is concise in form, and lucid in its explanation of the symptomo- 
tology, histopathology and treatment of the various mycotic 
diseases mentioned. 

The chapter on the Symptomatology, Prognosis and treatment 
of the Dermatomycoses, is somewhat too condensed in character, 
but it is nevertheless clear in its meaning. 

An outstanding feature of this small manual is the very excellent 
black-and-white photographs and illustrations, which are present 
in profusion. They stand out with such clarity and excellent defini- 
tion that one has the impression of a patient presenting his clinical 
condition in person, rather than of the reader viewing a photograph. 

This manual will be of particular value to mycologists, derma- 
tologists, physicians, and laboratory workers. It should be present 
on every medical library or bookshelf in tropical countries. 


al 
+ 
.G. 
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URINARY STONE 


Stone in the Urinary Tract, Second Edition. By H. P. Winsbury- 
White, M.B., Ch.B.(Edin.), F.R.C.S.(Edin.), F.R.C.S. (Eng.). 
(Pp. 328 + ix, with 144 illustrations.) London: Butterworth 
& Co. (Publishers) Ltd., South African Office: Butterworth 
& Co. (Africa) Ltd., Durban. 1954. 


Contents: 1. Aetiology of Urinary Calculi. 2. Composition and General Charac- 
teristics of Urinary and the Urine in Calculous Disease. 3. Pathology of Renal 
Calculus. 4. Bilateral Calculus. 5. Symptoms, Signs and Diagnosis of Renal 
Calculus. 6. Non-operative Treatment of Renal Calculus. 7. Operative Treatment 
of Renal Calculus. 8. Complications of Operative Treatment for Renal Calculus. 
9. Aetiology and Pathology of Ureteric Calculus. 10. Symptoms, Signs and 
Diagnosis of Calculus in the Ureter. 11. Treatment of Calculus in the Ureter. 
12. Historical Data on Vesical Calculus. 13. Pathology of Vesical Calculus. 
14. Symptoms, Signs and Diagnosis of Vesical Calculus. 15. Treatment of Vesical 
Calculus. 16. Urethral Calculus. 17. Prostatic Calculi. 18. Preputial Calculi. 
19. Calculus of the Urinary Tract in Pregnancy. 20. Urinary Calculus in Children. 
21. Extraneous Calculi Resulting from Disease or Injury of the Urinary Tract. 


This book, now in its 2nd edition, is one of the most comprehensive 
of its kind. It is an improvement on the Ist edition for it has been 
completely brought up to date. 

In Urology experience is the telling factor and the experience 
gained from 866 personal cases forms a firm foundation on which 
this book is based. Every aspect of the condition is thoroughly 
covered and it is encouraging to note that aspects such as prostatic 
calculi, urinary calculi in children, and calculi in pregnancy, have 
been given a great deal of attention. 

Although the surgical aspect is well dealt with yet at the same 
time the clinical and medical side has not been neglected. 

The publishers-have provided excellent printing on good paper 
and the illustrations are outstanding. This book should prove of 
great value to the post-graduate student and as a reference book 
it should form a welcome edition to the bookshelf of any Tn 


CONGENITAL HEART DISEASE 


Congenital Heart Disease: An Illustrated Diagnostic Approach. 
By Henry S. Kaplan, M.D. and Saul Joel Robinson, M.D. 
(Pp. 126 + xii with 146 illustrations. $12.50.) New York: 
McGraw-Hill International Corporation. 1954. 


Contents: Section I. Orientation. 1. Clinical Evaluation: History and Presenting 
Manifestations. 1. History. 2. Physical Findings. Summary. Il. General 
Laboratory Procedure. 4. Complete Blood Count. 5. Hematocrit and Sedimenta- 
tion Rate. 6. Urinalysis. 7. Circulation Time. 8. Blood Culture. LI. The Con- 
ventional Roentgen Examination. 9. The Range of Variation of the Normal 
Cardiac Silhouette. 10. General Technical Considerations. 11. Analysis of the 
Cardiovascular Silhouette in the Standard Projections. 12. Provisional Roentgen 
Diagnosis in Congenital Heart Disease. IV. Electrocardiographic Diagnosis of 
Chamber Hypertrophy in Congenital Heart Disease. 13. Terminology. 14. Axis 
Deviation. 15. Variations of the Normal Unipolar Electrocardiogram with Age. 
16. Electrocardiegraphic Criteria for Ventricular Hypertrophy. 17. The Unipolar 
Electrocardiogram in Congenital Heart Disease. V. Specia! Diagnostic Procedures. 
18. Angiocardiography. 19. Retrograde Thoracic Aortography. 20. Cardiac 
Catheterization. 21. Ballistocardiography. 22. Electrokymography. 23. Phono- 
cardiography. VI. Treatment. 24. General Care. 25. Surgical Treatment of 
Congenital Heart Disease. 25. Complications of Congenital Heart Disease. 
Section Il, Atlas. 26. Introductory Note. Part I. Cyanotic Congenital Defects. 
Part II. Noncyanotic Congenital Defects. References. Index. 


The stimulus to the study of congenital heart disease brought about 
by the developments in cardiac surgery has inevitably resulted in 
great advances in our knowledge of a branch of medicine that was 
until recently considered unimportant and academic. There have 
been many excellent papers and text-books but most of these are 
directed primarily at the specialist. The time for a concise, simple 
and well-illustrated description of the more common congenital 
cardiac defects is long overdue. 

This need has been successfully met by the authors, whose book is 
intended for the medical student, general practitioner and physician. 
The general diagnostic approach is especially emphasized and 
clearly stated so that any physician should be able to arrive at a 
practical diagnosis. The embryological basis of each entity has 
been purposely omitted in order to preserve simplicity. 

There are two sections. The first deals with the role of the clinical 
and various special examinations in the differential diagnosis and 
concludes with a useful chapter on treatment. The chapter on 
roentgen examination is particularly useful and well illustrated 
(one illustration in Fig. 2 is mounted upside-down in error). In the 
chapter on special diagnostic procedures sufficient detail is given 
to provide the reader with a clear conception of the methods and 
application of severai special tests. However, the authors correctly 
emphasize that it is now possible to make an accurate diagnosis 
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in many cases without recourse to cardiac catheterization and 
angiocardiography and stress that these procedures should be 
performed only by a team of trained experts. 

The second section is an atlas in which the salient features of each 
cardiac condition are summarized on one page with selected 
illustrations on the facing page. Careful drawings superimposed 
on X-ray plates have been used to outline the relative size and 
position of the cardiac chambers and great vessels. 

The authors are to be congratulated on the clarity of the text 
and the high standard of the illustrations, which commend the 
book to those interested in the clinical aspects of congenital heart 
disease. 

LV. 
PUBLIC HEALTH 


The Public Health Inspector's Handbook (Formerly The Sanitary 


Inspector’s Handbook). By Henry H. Clay, F.R.San.1., F.LS.E., 
and Ronald Williams, O.B.E., D.P.A., F.R.San.I. Eighth 
Edition. (Pp. 608 + xx, with 101 illustrations. 30s.) London: 


H. K. Lewis & Co., Limited. 1954. 


Contents: 1, The Evolution of Public Health Law. 2. Appointment, Designation, 
Duties, Training, and Qualification of Sanitary Inspectors. 3. Powers of Entry. 
4. Nuisances. 5. Smoke Abatement. 6. Offensive Trades. 7. Inspection of Premises. 
8. Housing—Procedure under the Housing Acts. 9. Housing—Premises Subject 
to Special Provisions. 10. The Hygiene of Building. 11. Natural Lighting. 
12. Water. 13. Drainage. 14. Sanitary Fittings and Apartments. 15. Plans. 
16. Conservancy and Sewage Disposal; Camp Sanitation. 17. Refuse Disposal 
and Public Cleansing. 18. Ventilation. 19. Heating, Hot-Water Supply, and Gas 
Services. 20. Factories, Workplaces, and Shops; Also Rag Flock, etc., Premises. 
21. Milk and Dairies. 22. Food Control: Composition, Description and Protection 
of Food. 23. Preservation of Food. 24. Slaughter-Houses and Knackers’ Yards. 
25. Meat Inspection. 26. Fish Inspection. 27. Control of Infectious Diseases. 
28. Disinfestation. 29. Canal Boats. 30. Elementary Vital Statistics. 31. Office 
Organization and Routine. 32. Useful Memoranda and Glossary of Building 
Terms. Index. 


This publication, which is now in its 8th edition, is, as the title 
indicates, primarily designed for health officials of the United 
Kingdom. The author has covered the field of environmental 
health and sanitation most exhaustively and, further, has incor- 
porated the latest legal enactments applicable to the health depart- 
ments of local authorities in the British Isles. 

The book is readable, is well printed and contains many excellent 
illustrations. A pleasing feature is the lack of printers’ errors. The 
index is full and most informative. 

It is doubtful whether this volume could be recommended for 
general use in this country. Local health departments, however, 
will find it most informative, especially in regard to the recent 
legislation and byelaws which have been introduced into current 
practice in Britain, and to these it can be highly recommended. 

E.W.C. 


PHYSIOTHERAPY FOR GENERAL PRACTITIONERS 


The General Practitioner's Guide to Physiotherapy. 
Dennison, M.C.S.P. 
Medical Books Ltd. 1953. 

Contents: 1. Introduction. 2. Massage. 3. Exercises. 4. Electrotherapy and all 


Heat Treatments. 5. Manipuiation. 6. Conclusion. 7. Conditions and Treatment. 
Bibliography. 


By Janet 
(Pp. 38. 6s.) London: Wm. Heinemann 


This little book, easily read in a few minutes, gives a surprisingly 
accurate over- -all picture of the meaning of physiotherapy and the 
function of a well-trained physiotherapist. As the title states, it is 
but a guide, though a valuable one, and it will be of great help to 
anyone even remotely connected with rehabilitation in any of its 
aspects. It will make it easier for those who seek the help of a 
physiotherapist for their patients, to prescribe and intelligibly 
define the treatment they order. 

The book will be a revelation to those who are not familiar with 
the subject. The modern physiotherapist is a highly trained 
technician with a vast armamentarium at her disposal, and most 
doctors do not fully appreciate the contribution she can make 
to the field of medicine. The book will go far to help them to 
decide where and when to employ her services. It points out that 
the treatment of almost every disease can be helped by one form of 
physiotherapy or another, and explains the much-misunderstood 
relationship between the general practitioner, the physiotherapist 
and the specialist in physical medicine, and shows how essential 
team-work is in this field. 

The book should be in the hands of every medical student and 
practitioner. H.T.v.D 
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CORRESPONDENCE 


MEDICAL COUNCIL BYE-ELECTION 


To the Editor: May 1 express my sincere thanks, through the 
medium of our Journal, to all who voted for me in the recent 
Medical and Dental Council Bye-election. I would also like to 
express my gratitude to Dr. Brumberg for a friendly clean fight, 
and wish to express the hope that he will join us on the Council 
at some future date. 


May I assure the whole medical profession that I will do my best 
to serve all sections and work for the benefit of the profession as 


a whole. 

P. F. H. Wagner 
23 St. Peter’s Road 
East London 


TREATMENT OF PLANTAR WARTS 


To the Editor: It was to be expected that your article on the treat- 
ment of plantar warts’ should have brought comments from 
various quarters. The physiotherapist claims good results from 
electrocoagulation, the radiologist from radiotherapy. We have 
all met the surgeon who has no time for any treatment of the 
condition other than excision. No doubt there is justification for 
all these claims. In skilled hands most cases of plantar warts can 
be cured by any of these methods. The snag comes in when one 
considers the proportion of recurrences, and also the harmful 
effects that may result from the treatment. 


The dermatologist has often to deal with the unsuccessful 
cases; moreover in treating his cases he can choose between the 
various methods. He is thus in a better position to arrive at their 
evaluation. 


One has to state at the outset that there is no ideal treatment 
for plantar warts. The periodic attempts to devise new treatments 
and to improve on the old ones testify to that fact. One could 
put the desiderata for such a treatment as being firstly complete 
eradication of the wart, secondly avoidance of injury to healthy 
tissue, and thirdly avoidance of pain and inconvenience to the 
patient. 


One can understand those who are averse to the use o! electro- 
surgery because they feel they may destroy either too much or too 
little. Even in experienced hands the method is far from being 
infallible. The proportion of failures has been estimated to amount 
to 10-25% of cases.*. The writer encountered cases in which the 
wart recurred after 2 treatments and even more. Occasionally one 
sees cases of painful and disabling scarring as a result of destruc- 
tion of the corium. Similar considerations apply to an even greater 
extent to surgical excision. The — cure is only too often 
followed, usually after a number of months, by a recurrence of 
the wart in the healed stitches. 


Coming to radiotherapy, it provides a convenient, painless and 
in many cases effective form of treatment. The same methods as 
that described by Dr. Charlton, or similar ones, have been in use 
for some years, mainly by radiologists. His observations would 
have been much more valuable if the cases had been followed up 
for recurrences and injurious after-effects. The latter would have 
necessitated observations over a period of years. 


The fact that plantar warts can be cured by X-rays without 
injurious by-effects cannot be doubted. This has been borne out 
by many years experience on the part of dermatologists and radio- 
logists. One would have liked, however, to have more detailed 
follow-up observations to support the statement that it is extremely 
rare to meet with a recurrence of the wart, and that no harmful 
after-effects can be caused by a method of X-ray therapy which 
involves the use of comparatively large amounts of radiation. 


It has been one’s experience during the last 12-15 years that 
plantar warts can be cured in some cases by a single dose of 300r 
and that in others they recur after massive doses of thousands, 
the wart recurring again even after the treatment had been repeated. 
It appears that the response to the treatment is not necessarily 
the same in every case. It has been established, for instance, that 
the ‘mosiac’ type of wart invariably proves more radio-resistant 
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than others. The effect also appears to depend on the size of the 
lesion and the extent of the secondary callosity in which it is 
usually embedded. 


Attempts have been made to improve the results and to limit 
the possible X-ray injury by preliminary paring down of the wart 
as much as possible, and by delivering most of the radiation to 
the small area of the core of the wart. The method is claimed to 
give good results in 90°, of cases.* 


Similarly one wonders whether one can dogmatize about the 
incidence of radiodermatitis. The dermatologist who has learnt 
in treating his cases to limit the number of weekly doses of 100 r, 
and who exercises great care when giving an epilation dose not 
to exceed the necessary few hundred r for fear of causing irre- 
parable damage to the skin, views a priori with apprehension 
doses of 3,000 r even if divided into 3 weekly doses and given in 
the form of contact therapy. 

Again, one’s experience appears to strengthen these misgivings. 
To mention an illustrative case seen recently, an area of typical 
chronic radio-dermatitis about 14 inch in diameter was found in 
the region of the head of the third metatarsal, with the wart still 
persisting, following a course of radiotherapy (3 treatments at 
weekly intervals) given some 5 years previously. Other cases of 
more advanced radiodermatitis, some with the wart still present, 
were seen as a result of repeated attempts at radiotherapy, illus- 
trating both the very pronounced danger attache to the repeated 
use of this form of treatment and the lack of response to X-rays 
of some of the lesions. 


George M. MacKee in his well-known book on radiotherapy of 
skin diseases recommends doses of 450 to 600 r for the average 
case. He states: ‘We have seen many bad results following a single 
large dose (1,200 r or more) or repeated smaller doses. Plastic 
surgeons are busy repairing these injuries.’ * 


The writer has been using a method of treatment similar to that 
described in your editorial with excellent results for many years. 
The wart, however, is first macerated with a dressing of 50% 
salicylic ointment, which is left on for at least 5 or 6 days. This 
usually converts the average-sized wart into a soft and friable 
mass, as contrasted with the more solid structure of the surround- 
ing thickened epidermis and of the underlying corium. Very 
little force is then required to curet it out from its bed with a 
Volkmann's spoon. In fact, the main body of the wart can be 
removed with no injury to the corium and no bleeding. 


Some bleeding is caused by the necessary scraping of the base 
of the cavity. This is stopped by pressure with a cotton swab 
and cauterization with freshly-dissolved trichloracetic acid. The 
more horny and deeply embedded lesions may require two or 
more preliminary dressings, the softened outer parts of the wart 
only being curetted away each time until the base is reached. 


The little operation can be performed in the consulting room 
under a local anaesthetic. The wound usually heals under the 
antiseptic dressing within 7 to 10 days. The method has proved 
successful even in long-standing and complicated cases that have 
resisted other forms of treatment, some of them having been 
followed up for 6 months or longer. 

A. Robins 


6 Hannah Court 
81 Eloff Street 
Johannesburg 

8 September 1954 


1. Editorial (1954): S. Afr. Med. J., 28, 662 (7 August). 


2. Wright; W. L.-(1949): W.S. Nav. M. Bull., 49, 707; cited by 
Sulzberger, M. B. and Baer, R. L. (1949): Year book of 
Dermat. and Syphil., p. 133. 


. Belisario, J. C. (1951): Australian J. Dermat. 1, 20; cited by 
Sulzberger, M. B. and Baer, R. L. (1951): Year book of 
Dermat. and Syphil., p. 110. 

. MacKee, G. M. and Cipollaro, A. C. (1946): X-rays and 
Radium in the Treatment of Disease of the Skin, Philadeplhia: 
Lea and Febiger. 
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THE 
SPIRIT PROOF SYRINGE CASE 


After extensive research and _ experiments, 
EVERETTS have now produced for you a 
truly spirit proof syringe case. 


It is constructed of white thermo-setting 
plastic and is of pleasing design. 


Is spill proof and fits into the pocket or bag. 


Complete as_ illustrated with six assorted 
needles and a lIcc OR 2cc record syringe 
graduated as desired in units or 


minims 25/- 


either 


STOCKED BY ALL RELIABLE SURGICAL INSTRUMENT DEPOTS 


GURR SURGICAL INSTRUMENTS Pty. 


Harley Chambers, Kruis Street, P.O. Box 1562, Johannesburg. 


Ltd. 


Roter Gastric Ulcer Tablets 


INDICATIONS: 
gastric and duodenal ulcer, also if accompanied by normal or subacidity. 
hyperchlorhydria 
acute and chronic gastritis 

affections of a neuro-vegetative nature. 


Roter tablets have put the ulcer-therapy into a new phase 


By the exact composition of the components and the potentializing of the bismuthsalt, 
Roter Tablets are an effective medicament in the treatment of the indicated diseases, 


especially in chronic cases. 
You are invited to write for full information and a clinical triol supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and $.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cope Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877, 
; Salisbury, P.O. Box 1691. 


ROTER 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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CLINITEST 


(BRAND) 


URINE-SUGAR DETECTION 
SIMPLE + SWIFT + DIRECT 


Everything needed for reliable urine- 
sugar testing in one set! Each Clinitest 
Reagent Tablet contained in the set 
contains all reagents required for copper 
reduction test. No external heating nec- 
essary—tablets generate heat on dis- 
solving. To perform test, simply drop 
one tablet into test tube containing 
diluted urine. Wait for reaction, then 
compare with color scale. Tablet refill 
available from your Chemist. Ideal for 
doctor, patient or laboratory. 


Contact our 
representative for 
literature, today! 


Elkhart, Indiana, U.S.A. 


EXCLUSVE DISTRIBUTOR: 


Professional Pharmaceuticals Ltd. 
Sana House, 

62 Davies Street 

Johannesburg 

South Africa 
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Scientific ) 


as deadly to bacteria as nuclear fission 


666 


This powerful new quaternary ammonium 
compound supersedes the old-fashioned 
disinfectants and antiseptics. 


EFFECTIVE Deciquam 666 has extremely potent anti- 
bacterial activity upon micro-organisms of all kinds. It 
is, moreover, effective at both high and low pH ranges 
and can be used as disinfectant, deodoriser, steriliser, or 
personal antiseptic. 


SAFE Completely safe in normal dilutions, non-toxic and 
non-corrosive. 


FUNGICIDAL inhibits and kills yeasts of all kinds. For 


instance, is effective in prevention or treatment of Athlete's 
Foot. 


DEODORANT kes o mild pleasant smell. Kills odours 
by destroying their source — microbial putrefaction. 
ECONOMICAL Potent in even extreme dilutions and 


therefore economical for large-scale disinfection. 


STABLE Does not deteriorate through light or heat, non- 
volatile, lastingly potents. Resists inactivation by anionic 
and organic materials. 


USABLE IN HARD WATERS unlike the block 


fluids and other disinfectants. 


priced at 9/6 per } gall. and 15/6 per gall. 
Samples and literature obtainable from: 


B. OWEN JONES LT°- 


P.O. Box 36, Boksburg, P.O. Box 8127, Johannesburg, 
P.O. Box 679, East London, P.O. Box 434, Cape Town. 
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In Cardiology 


for rapid and safe 
antihypertensive effect 


In the treatment of all manifestations of vascular spasm, it is now 
believed that papaverine nitrite has superseded the hydrochloride 
because of the latter’s greater toxicity. Furthermore, the classically 
recognized value of nitrites in hypertension and the accepted sedative 
efficacy of papaverine are happily combined in the potentiated 
antispasmodic action of papaverine nitrite — the principal ingredient 
of *Hyperysin."* 


COMPOSITION 

*Hyperysin’ tablets each contain: 
Papaverine nitrite 0.7 gr. approx. 
Hexamethylenetetraminodichloralhydrate.. 3.0 gr. approx. 
Carbromalum B.P.C. 3.0 gr. approx. 


ADVANTAGES 


Low toxicity: Papaverine nitrite is less toxic than papaverine. 


Synergism: The papaverine nitrite is synergistically potentiated by 
two other reputable sedatives. 


Gradual effect: *‘Hyperysin’ does not act so abruptly as the majority 
of nitrites. 
INDICATIONS 


*Hyperysin’ is a clinically proven agent in cardiovascular diseases 
manifesting arterial spasm and pathologically raised B.P. 


Essential Hypertension 
Angina Pectoris 
Angiospastic Crises 
Intermittent Claudication 


PACKING: Containers of 15 and 500 Tablets. ° 


HOMMEL’S HAEMATOGEN & DRUG CO. 


121 NORWOOD ROAD fyi LONDON S.E.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 
P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH - P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL ~- P.O. Box 76. EAST LONDON 
P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhodesia 
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or “as much as you wish” — when written in a prescription, 


permits the use of unlimited quantity. Mention of this privilege 


provides an opportunity to point out that in every prescription 
the minimal requirements for quality may be exceeded as 


much as you wish. 


There is ample room for improvement over official standards, 
which demand no more than the minimum. The maximum 
toward which Eli Lilly and Company consistently directs every 


conceivable effort is perfection of products. 


Indianapolis 6, Indiana, 
QUALITY / RESEARCH / INTEGRITY 
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Early control of 


intranasal infections 


is so 
easily achieved 
with 


because 


*‘SULFEX’ is a suspension, not a solution, of sulphathiazole, permitting the pH of this 


preparation to be kept down to the level of normal nasal secretions so as not to inhibit ciliary action. 


*‘SULFEX’ contains sulphathiazole in the form of minute 
‘ Mickraform’ crystals. A very large surface area of the drug is 


thus brought into contact with the infected tissues. 


*SULFEX?’ contains the vasoconstrictor ‘ Paredrinex’ to 


make all parts of the nasal cavity accessible to the sulphathiazole. 
In1-oz.( approx. 30 mil. 
‘ Paredrinex ’ is far superior in performance to ephedrine-like compounds, and bottles, with dropper 


has no side-effects. 


M. & J. PHARMACEUTICALS (PTY.) LIMITED, DIESEL STREET, PORT ELIZABETH 
(Associated with MENLEY 5 JAMES, LIMITED, LONDON) 


e & French International Co owe the trade marks Sulfex Mickraform and = Paredrinex 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 


CAPE TOWN : KAAPSTAD 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 35 Wale Street 
PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(1596) Kaapse Middellande, Hospitaaldorp. Goedgevestigde 
eenmanspraktyk. Totale Bruto Ontvangste: 1952 + £2,300, 
1953 + £2,430. Prys vir klandisiewaarde, medisyne, meubels en 
instrumente, £750 of naaste aanbod. 

(1457) Goed gevestigde Westelike Provinsie praktyk. Netto 
inkomste oorskry £3,000 per jaar. Huis beskikbaar. Verband 
kan gereél word. Volle besonderhede op aanvraag. 

(1530) Karoodorp. Eenmanspraktyk sonder opposisie. Gemid- 
delde inkomste £2,000 p.j. Premie verlang £700. Huis te huur 
teen £8 p.m. D.S. aanstelling. 

(1653) Noord-Kaapland. Vooruitstrewende woldistrik. Gemid- 
delde ontvangste per jaar £4,150. D.S. aanstelling. Koopprys 
£2,000 sluit ook al die geneesmiddels in, ter waarde van bykans 
£1,000. Huis te koop. 

(1659) Windhoek, S" W.A. Well established prescribing practice. 
Particulars on application. 

(1756) In Oostelike Provinsie-dorp geleé in uitstekende woldistrik. 
£4,208 Kontant ontvangste jaar eindigende Junie 1954. Net een 
ander geneesheer. Koopprys van £1,375 sluit in geneesmiddels, 
instrumente en apteekmeublement. Betaling kan in paaiemente 
geskied 

(1757) Eastern Province Seaport. Half share in excellent practice 
to gentile purchaser. Knowledge of Afrikaans essential. Fullest 
details on application. 


ASSISTANTS /LOCUMS REQUIRED 
ASSISTENTE /PLAASVERVANGERS VERLANG 


DAAR IS "N DRINGENDE BEHOEFTE VIR ASSISTENTE 
EN PLAASVERVANGERS IN PLATTELANDSE EN STEDE- 
LIKE GEBIEDE. BESONDERHEDE OP AANVRAAG. 


FOR SALE : TE KOOP 


(1513) Spreekkamermeubels. geneesmiddels en instrumente. 
(772) Strand. Instrument cabinet. 


* * * 
DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD28) Durban. General practice also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possible. Before 
illness gross income £3,000 per annum. Premium £2,000. House 
for sale. 
(PD30) Durban. European prescribing practice. Total gross 
receipts average over £2,000 per annum. Good class practice, 
bad debts negligible. Premium £2,650. Transfer and introduction 
by mutual arrangement. Seller intends specialising. 
(PD31) Natal Inland. Unopposed prescribing practice mainly 
Native. Monthly cash receipts average £450. Premium required 
£2,500 includes surgery, furniture and instruments. House for sale. 
All sporting facilities. 

LOCUMS REQUIRED 


(W14) Locum from 1 January 1955 for one year. Salary to be 
discussed. Natal general country practice with small amount of 
surgery and midwifery. Furnished house available. Must have own 


car. 
(SV5) Locum for January. £3 3s. per day plus board and lodging. 
£10 car allowance and petrol. Natal Hospital town. Travelling 
allowance to and from practice for reasonable distance. 

(LD6) from 8 to 23 January 1955. Natal. Mainly non-European 
dispensing with mine Hospital appointment. Own car necessary. 
£3 3s. per day, all found. 

(FK7) From | October for 6 months. Natal general practice. 
£3 3s. per day, all found. Must have own car 
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ASSISTANT REQUIRED 


(AM2) Assistant required for trial period. If suitable partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 

(AM4) ASSISTANT WITH VIEW. TERMS TO BE ARRANGED 
OR LOCUM DURING FOUR MONTHS ABSENCE OF ONE 
PARTNER. COUNTRY PRACTICE NEAR PIETERMARITZ- 
ay £3 3s. Od. per day, all found. Car essential. IMMEDIA- 


INSTRUMENTS FOR SALE 


Two Electrocardiograph machines in first class order. 
acquiring self-reading machine. Offers to be made. 
Davidson Pneumothorax apparatus. Practically new. Any offer 
considered. 

Super-sonic (Impulsaphon) Machine in perfect condition. £250 
immediate sale. 


Owner 


* * 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones: 44-9134, 44-0817 
Mediese Huis, Esselenstraat. Telefone: 44-9134, 44-0817 


PRACTICES AND PARTNERSHIPS FOR SALE 
PRAKTYKE EN VENNOOTSKAPPE TE KOOP 


(Pr-S143) Transvaal. Een van die beste vennootskap-praktyke, 
word as ‘n geheel, te koop aangebied. Aanstellings aan hierdie 
praktyk verbonde beloop ongeveer £3,500 per jaar. Die netto 
inkonste van die praktyk is £7,000 per jaar. Die premie is £3,000 
en sluit alle medisyne en meubels in. Dit is van die uiterste belang 
dat twee geneeshere hierdie uitmuntende praktyk saam koop, 
in welke geval elkeen £1,500 betaal. Terme kan gereél word. 
(Pr-S146) Southern Rhodesia. Well-established practice with 
transferable appointments worth £950 p.a. Income from private 
practice over £300 p.m. Excellent introduction will be given. 
Hospital facilities. Premium £1,800 could be paid off as follows: 
£600 cash and the remainder over 2 years. Premium includes 
furniture and instruments. Rental of residence £15 p.m. 
(Pr-S148) Northern Rhodesia. Large hospital town. An excep- 
tionally well-organised, prescribing practice. It is a first class 
practice of a mixed type. All surgery undertaken. Actual cash 
receipts average £3,500 /£4,000 p.a. Expenses £750 p.a. for drugs, 
salaries, rent and ‘phones. Practically no country travelling. 
Premium is £1,500 for goodwill, introduction and equipment. 
Terms will be arranged. Will suit doctor interested in surgery 
and/or gynaecology. 

(648) O.F.S. An Assistant is required to start as soon as possible. 
Definite view to partnership. This is a very large non-European 
practice and the Assistant must be genuinely interested in the 
Native pasient. Terms: £3 3s. Od. to £4 4s. Od. per day and all 
found, depending on experience. 

(Pr-S152) Vrystaat. ‘n Praktyk, veral geskik vir iemand wat 
belangstel in chirurgie, word vir onmiddellike verkoping aangebied. 
Die gemiddelde inkomste is £3,800 per jaar. Premie vir ’n spoedige 
verkoping is £750 en maklike terme kan gereél word. 

(Pr-S151) Transvaal. ‘n Ongeopponeerde praktyk met twee 
oordraagbare aanstellings. Die netto inkomste is £2,500 per jaar. 
Die eienaar is reeds in besit van die praktyk vir die laaste 8 jaar. 
Die werk is nie veeleisend nie en min nagwerk word gedoen. 
Huis te huur vir getroude persoon. Die premie is £1,000 en terme 
kan gereél word. 

(Pr-S130) Randse Hospitaaldorp. Goedgevestigde praktyk met 
aanstellings, eienaar doen geen chirurgie nie, en iemand wat 
belangstel daarin kan die inkomste aansienlik verhoog. Die 
premie is £1,500 en geen groot deposito is nodig nie. Maklike 
terme kan gereél word. Goeie tipe praktyk, ook geskik vir be- 
ginner. 


LOCUM TENENS WANTED 


Locum tenens wanted Cape Town, December, January, February, 
to assist while each of partners is on leave. Must have own car. 
Afrikaans essential, £3 3s. Od. a day all found plus car allowance. 
Will consider applications for lesser periods. Apply A. W. C., 
P.O. Box 643, Cape Town. 
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IMPORTANT NOTICE 


Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this issue of the Journal are advised to 
communicate first with the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 


Appointment: H y Medical Officer: 
and Shalom Nursery Schools. 


The Temple Israel 


Branch: Southern Transvaal Branch, 5, Esselen Street, 
Johannesburg. 


Hottentots Holland Hospitaal. 
Somerset-Wes: 


VAKATURE 


Aansoeke word ingewag van geregistreerde geneeshere vir aan- 
stelling tot ’n pos op die mediese Ere-Personeel van die Hospitaa!. 
mderhede en voorgeskrewe aansoekvorms (Staf 23) is 
verkrybaar by die Mediese Superintendent. 
Die voltooide aansoekvorms moet aan die Mediese Super- 
— gerig word en moet hom uiters op 11 Oktober 1954, 
bereik. 


Hottentots Holland Hospital, 


Somerset West: 
VACANCY 
Applications are invited from registered Medical Practitioners 
for a post on the Honorary Staff of the Hospital. 
Particulars and application forms (Staff 23) may be obtained 
from the Medical Superintendent to whom the completed applica- 


tion forms should be sent so as to reach him not later than 11 
October 1954. 


‘The Temple Israel and Temple Shalom Nursery Schools require 
the honorary services of a doctor and dentist to carry out bi- 
annual inspections of the children at the schools. Please apply 
to the Sisterhood Cottage, Paul Nel Street, Hillbrow, Johan- 
nesburg. 


Transvaal and Orange Free State 
Chamber of Mines 


SOCIAL SERVICES DEPARTMENT 
VACANCY FOR AN ASSISTANT MEDICAL OFFICER 


Applications are invited for the appointment of an Assistant 
Medical Officer to the above Department. Experience in Social 
Medicine and /or Industrial Medicine will be an advantage. 

For full particulars please apply to the undersigned. 


A. T. Milne 
P.O. Box 809 Manager 
Johannesburg 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 
VICTOR C. GLAYSHER 


CAPE TOWN 
165 BREE STREET 


VIR GENEESKUNDE XXV 


Provincial Administration of the Cape 
of Good Hope 


UNIVERSITY OF CAPE TOWN : JOINT MEDICAL STAFF 
FOR GROOTE SCHUUR AND OTHER TEACHING 
HOSPITALS 


VACANCY 


1. Applications are invited from registered Medical Practi- 
tioners (registered Specialists) for appointment to the 
Department of Medicine 


Medical Practitioner, Grade E—sessions—salary £146 per annum 
per session. 


2. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

The Joint Medical Staff is required to serve jointly the 
Provincial Administration of the Cape of Good Hope and the 
University of Cape Town. 

4. Candidates must have not less than three years’ experience 
after registration as a Specialist in the speciality in which the 
vacancy exists. 

A session shall be four hours per week, not necessarily 
continuous clinical and /or teaching work. 

6. Application must be made on the prescribed form, Staff 23, 
which is obtainable from the Director of Hospital Services, P.O. 
Box. 2060, Cape Town, or from the Medical Superintendent of 
any provincial hospital or Secretary of any School Board in the 
Cape Province. 

7. The completed application forms must be addressed to 
the Director of Hospital Services, P.O. Box 2060, Cape Town, 
and must reach him not later than 16 October 1954. Candidates 
must state the earliest date on which they can assume duty. 

8. Candidates must state the maximum number of sessions 
which they would on appointment be prepared to undertake, 
preference for days and times should be stated. 

M129256 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 


HOSPITAALDEPARTEMENT 
HOSPITAALRAADSDIENS : VAKATURE 


1. Aansoeke word ingewag van geregistreerde geneeshere vir 
aanstelling tot die volgende vakante pos: 


Aansoeke 
Emolumente Sluitings- moet gerig 
datum word aan 
Geneesheer, £720 x 40— 16.10.54 Die Mediese 
Graad B. 960 p.j. Superinten- 
(Binnemuurse dent, 
Conradie- 
hospitaal, 
Pinelands, 
Kaapstad 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos ge- 
wysig, en die regulasies wat daarkragtens opgestel is. 

3. Benewens die salarisskaal soos aangedui is ’n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
bedrae wat van tyd tot tyd deur die Administrateur vasgestel word. 

4. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 
sertifikate indien. 

5. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Superint nent 
van enige provinsiale hospitaal of by die Sekretaris van enige 
Skoolraad in die Kaapprovinsie. 

6. Kandidate moet die vroegste datum meld waarcp hulle 
diens kan aanvaar. 

M129257 


Inrigting Pos 


Conradie- 
hospitaal, 
Pinelands, 
Kaap narkotiseur) 
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South African Railways and Harbours 
Sick Fund 


Applications are invited from re +.— medical practitioners 
specialists for appointment to the following positions: 
1. Radiologist (Diagnostic), Kimberley: 
£1,730 per annum. 

. General Surgeon, Durban: Salary, £2,681 per annum. 

. Railway Medical Officer, Stamford Hill, Durban: Salary, 
approx. £1,400 per annum, plus consuiting allowance of 
£200 per annum. 

4. Railway Medical Officer, Stanger: Salary, £383 per 
annum. 

5. Neuro-Psychiatrists, Pretoria (two positions): 

6 


Salary, approx. 


Salaries, 
£786 per annum each. 

. Railway Medical Officer, Waterval-Boven ‘A’: Salary, 
£1,256 per annum. 

7. Railway Medical Officer, Piketberg: Salary, £212 per 
annum. 

Full particulars of the appointments may be obtained from: 

1. District Secretary, Cape Northern District Sick Fund 
Board, Florence Road, Kimberley. 

2, 3 and 4. District Secretary, Natal District Sick Fund 
Board, Belgrave Mansions, Smith Street, Durban. 

5 and 6. District Secretary, Eastern Transvaal District 
Sick Fund Board, S.A.R. Offices, Scheiding Street, 
Pretoria. 

7, District Secretary, Cape Western District Sick Fund 
Board, Ro»m 718, Security Building, Exchange Place, 
Cape Town. 

Closing date for applications: 15 October 1954. 
P. J. Kiem 
Johannesburg General Secretary 
18 September 1954 


RANDFONTEIN ESTATES EMPLOYEES’ SICK BENEFIT 
FUND MEDICAL OFFICER 


Applications are invited from registered medical practitioners 
for the post of Assistant Medical Officer to the above Fund, to 
commence duties on the Ist November 1954. 

Applicant will be required to serve the members of the Fund 
in the prescribed area—Competency in Anaesthetics will be a 
recommendation. 

Salary £1,200 per annum. Private practice permitted. Appli- 
cants must reside in Randfontein, provide own accommodation, 
transport and telephone service. 

Applications marked ‘Medical Officer’ stating qualifications 
and age, with supporting testimonials will be received by the 
undersigned up to noon on the 19th October, 1954. 


F. A. Browne 
Secretary's Offic: Secretary 
Robinson Hospital 
P.O. Box 
Randfontein 


NATAL MOTOR INDUSTRY HEALTH FUND 


The Natal Motor Industry Health Fund wishes to appoint a medical 
practitioner to work on its behalf in the Matatiele area. Further 
details may be obtained from, and applications should be submitted 
to the Secretary, P.O. Box 2838, Durban. 


MEDICAL REPRESENTATIVE 


Well-known — British Pharmaceutical Company requires 
ser\io:s of a medical representative to help introduce its 
products into Southern Africa. This is an excellent oppor- 
tunity to join an expanding organization. 

Write giving full particulars of age, qualifications and 
experience to P.O. Box 598, Cape Town. 


25 September 1954 


Mines Benefit Society 


VACANCY FOR A MEDICAL OFFICER FOR THE 
BLYVOORUITZICHT /DOORNFONTEIN /WEST DRIEFON- 
TEIN AREAS 


Applications are invited for the appointment of a Medical Officer 
to the Society. The salary to be paid is either £1,000x£50—£1,250 
or £1,250x£50—£1,500 and at the commencing notch of the scale 
or at a higher notch of the scale dependent upon the qualifications 
and experience of the selected applicant. In addition to this 
remuneration the incumbent will receive: 

A transport allowance of £27 10s. a month. 

In the case of a married incumbent a subsidy not exceeding 
£8 10s. a month towards house rent; and a subsidy not exceeding 
£4 a month towards charges for light and water for domestic 
consumption. 

Applications close on 7 October 1954. 

For full particulars please apply to the a, 

O. W. Johns 

General Secretary 
P.O. Box 8603 
Johannesburg 


FOR SALE 


Brown Buerger Cystoscope (A.C.M.I.) Instrument complete, 
almost new and in perfect working order. Price £80 or nearest 
reasonable offer. Apply A.W.E., P.O. Box 643, Cape Town. 


ASSISTANT REQUIRED 


In Durban for contract type practice. Salary £100 per month. 
Must have own car. If married, a suitable house can be rented. 
Please write, giving full particulars to A.W.G., P.O. Box 643, 
Cape Town. 


Natal Provincial Administration 


VACANCY : VISITING ASSISTANT SURGEON 
(ORTHOPAEDIC) AT KING EDWARD VIII HOSPITAL 


Applications are invited from Specialists in Orthopaedic Surgery 
for appointment to the post of Visiting Assistant Orthopaedic 
Surgeon at King Edward VIII Hospital. 

Salary—Honorarium £250 per annum. Emoluments £150 per 
annum. 

Applications giving full particulars should be addressed to the 
Medical Superintendent, King Edward VIII, Durban, to reach 
him not later than 9 October 1954. 

AD8334 


Natalse Provinsiale Administrasie 


VAKATURE : BESOEKENDE ASSISTENT-ORTOPEDIS AAN 
KONING EDWARD VIII HOSPITAAL 


Aansoeke om aanstelling in die betrekking van Besoekende Assis- 
tent-ortopedis aan Koning Edward VIII hospitaal word van 
spesialiste in die ortopedie ingewag. 
Salaris: Honorarium £250 per jaar. Besoldiging £150 per jaar. 
Aansoeke met volledige besonderhede moet gerig word aan die 
Geneesheersuperintendent, Koning Edward VIII hospitaal, Dur- 
ban, sodat hulle hom voor of op 9 Oktober 1954 bereik. 
AD8334 


WANTED 


Assistant in Partnership Practice in large coastal! town. Good 
prospects for the right man. Reply stating age, nationality and 
experience to A.W.F., P.O. Box 643, Cape Town. 


Please Support Our Advertisers — 
Ondersteun Asseblief Ons Adverteerders 
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World’s Largest Producer of Antibiotics 


Discoverer 
tetracycline 


newest broad spectrum antibiotic 


Lletracyn* 


BRAND OF TETRACYCLINE 


newest broad-spectrum antibiotic 


newest anti-infective agent 


Sole Distributor: 


Worbd’s Largest Producer of An tibioties PETERSEN LTD., 


P.O. Box 38, Cape Town. 
P.O. Box 5785, Johannesburg. 
- 
MIN-MINERAL FORMULATIONS 113, Umble Read, Ourben. 
HORMONES South Africa. 


* TRADEMARK OF CHAS. PFIZER & CO., INC. 


PFIZER LABORATORIES (SOUTH AFRICA) (PTY) LTD., P.O. Box 7324, Johannesburg. 
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As a practical resource in the office manage- 

ment of dermatological conditions, Topical 

Ointment Neo-Cortef is effective, simple and 

very widely useful. By combined topical ac- 

tivity of its steroid and antibiotic ingredients, 

Neo-Cortef Ointment suppresses inflamma- 

tory and allergic skin responses and combats 

(primary or secondary) bacterial invasion. 

On the basis of clinical experience, Neo- 

Cortef Ointment may be counted on to pro- Topical 
duce good or excellent results in 77% to 86% Ointment 
of patients with atopic or contact 

dermatitis, infectious eczematoid 


dermatitis, pruritus ani and vul- f * 
vae, neurodermatitis and other a 
common dermatoses. U 


5 Gm. tubes 

Each gram contains: 
Hydrocortisone acetate 10 mg. (1.0%) 
Neomycin sulfate 5 mg. 

(equivalent to 3.5 mg. Neomycin base) 


* Trademark 
| Upjohn Fine pharmaceuticals since 1886 


Tue Upjonn Company, Kalamazoo, Michigan, U.S.A. ' 
Upjoun or ENGLAND, Ltp., 4 Aldford St., Park Lane, London W. 1, England 


Exclusive Distributors: Westdene Products (Pty.) Ltd. 
P.O. Box 7710, 175 Jeppe Street, Johannesburg, South Africa 
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